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greatly benefits chronic gout 


MAJOR ADVANTAGES: Markedly reduces old tophi— helps prevent new ones. 
_ Diminishes intercritical symptoms. Decreases frequency and severity of acute attacks. 


BEFORE BENEMID 


Prolonged therapy with BENEMID produces dra- 
matic results in patients crippled by chronic gouty 
arthritis. Investigators' report bedridden cases 
able to walk again... patients with stiff and pain- 
ful joints returning to work, even when this re- 
quires skilled use of the hands. 


An exceptionally well-tolerated uricosuric 
agent,’ BENEMID restores and maintains normal 
serum uric acid levels.*? Thus urate deposits in 
the joints are reduced, new ones prevented. Pro- 


References: 1. J.A.M.A, 149:1188, 1952. 2. Ann. Int. Med. 
42:9, 1955. 3. Gout and Gouty Arthritis, Modern Medical 
Monograph, 7, New York, Grune & Stratton, 1953, p. 80. 
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AFTER 24% YEARS 


longed therapy “may reduce the need for surgical 
interference.’ Toxic reactions are unusual. 


Supplied: 0.5 Gm. tablets. Dosage 1 to 4 tablets. 


Note: To maintain or secure full uricosuric 
effect, salicylates should not be administered 
concurrently with BENEMID. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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What’s New and What’s True of What’s New 
In Dermatology 


SOME WEEKS AGO I was called on the telephone by 
a man who said in a tone that was at once demanding 
and irritating that he wanted to know—“Is there 
anything new in acne?” For some unaccountable 
reason, my wits did not completely desert me, as is 
usual in such situations, and I asked in reply, “New 
since when?” I must confess to feeling a warm glow 
at his discomfiture and loss of words. However, 
when later I began to sort notes for the discussion 
today, I, too, felt something of that man’s discomfi- 
ture, for I found it most difficult to establish a base 
line from which to measure that which is new. 

Is it news that dermatologists are becoming more 
and more aware of a possible association between 
certain fungous infections and “unrelated” systemic 
diseases or abnormalities? There have been reports 
of persons with widespread cutaneous infection due 
to trichophyton purpureum who were also found to 
have malignant lymphoblastomatous disease. Case 
records of several patients with chronic onychomy- 
cosis due to trichophyton purpureum reveal that in 
all instances the glucose tolerance curves were con- 
sistently lower than normal. There was recorded 
recently a case of candidiasis in a child with a dis- 
ease of the pancreas. Although the number of such 
cases is small, there is a feeling, nevertheless, that 
the association might be something more than pure 
coincidence. Is it news that chloroquine—which is so 


Address of guest speaker, presented before the Section on Derma- 
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useful for the treatment of discoid lupus erythema- 
tosus—has also been used successfully for other dis- 
eases that are often stubbornly resistant to treatment 
—a heterogenous group consisting of chronic 
lichen planus, warts, recalcitrant eruption of palms 
and soles, sarcoidosis, idiopathic hemorrhagic sar- 
coma of Kaposi, cheilitis, localized scleroderma and 
lichen sclerosis et atrophicans in the erythematous 
stage.’ In these conditions the treatment is altogether 
empiric and there is still no established optimum 
dosage of the drug prescribed for any of these dis- 
eases. But, as in discoid lupus erythematosus, the 
usual procedure is to prescribe 100 mg. of chloro- 
quine three times daily for the first week, twice daily 
in the second week and once daily thereafter as nec- 
essary—with precautionary examinations periodic- 
ally to guard against damage especially to the hema- 
topoietic system. We, at Northwestern University, 
have not yet encountered a case in which chloro- 
quine has caused the hair to become bleached—a 
side effect that has been noted in the literature. Pla- 
quenil, a new type of chloroquine drug which has 
not been used extensively, is said to be less toxic 
than chloroquine, but also less effective. 


STEROID THERAPY 


Steroid therapy continues to make news in derma- 
tology. Systemically administered preparations of 
newly developed products such as metacortandra- 
lone, metacortandracin, aldosterone and haloge- 





nated cortisone have not been studied sufficiently to 
evaluate their effect upon cutaneous diseases. The 
topical use of a halogenated preparation, fluoro- 
hydrocortisone, is being studied with interest be- 
cause of its greater potency. Fluorohydrocortisone 
ointment is about five times more potent than the 
hydrocortisone acetate or free alcohol ointments. 
However, unlike the other hydrocortisone ointments, 
fluorohydrocortisone apparently may produce sys- 
temic side effects. The brochure of one drug house 
warns that sodium retention with edema has been 
reported in rare instances. One wonders, therefore, 
whether the favorable results reported from fluoro- 
hydrocortisone ointment may not be due in part to 
a systemic effect upon the patient. 


One of the most interesting developments has been 
the tendency of dermatologists to rely more on oint- 
ment mixtures containing hydrocortisone than upon 
hydrocortisone alone. To increase their therapeutic 
successes, dermatologists are experimenting with 
and compounding mixtures of hydrocortisone with 
such time-tested drugs as tars, sulfur, salicylic acid, 
antibiotics and reducing agents. This practice will 
undoubtedly become more extensive when hydro- 
cortisone becomes less costly. The tendency is in- 
creasing, also, among dermatologists to prescribe 
less of the proprietary preparations and more of 
their own prescriptions containing drugs in the pro- 
portions and in vehicles of their own choosing, for 


experience has taught the importance of selecting 
just the specific ointment base for individual condi- 
tions. These developments were inevitable and much 
worth while, as hydrocortisone is probably the best 
single antieczematous agent available for topical 
use. It constitutes a most valuable aid when used 
with skill and restraint. 


CHELATION 


Chelating agents have been known for some time, 
but the art of chelation and its application to derma- 
tology is a new and interesting development, and 
may prove to have practical value. Chele means 
“claw,” and chelating agents act by grasping, en- 
gulfing or encircling various central atoms or ions, 
particularly metallic ions, so that the latter can no 
longer be precipitated out by ordinary precipitating 
agents. These varied agents have different affinities for 
different metals; one that will engulf lead will not 
grasp chrome. Chelates have been used in industry 
to recover trace metals from foods and beverages, 
and in analyzing solutions. They have been used to 
decalcify bone, to reduce hypercalcemia, in the treat- 
ment of lead poisoning and of urinary calculi; and 
they have been incorporated in some shampoos be- 
cause of their ability to engulf the calcium and 
magnesium ions of hard water, thus constituting 
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what is, in effect, a water softener. They are also 
being incorporated into ointments for the prevention 
of metal dermatitis, such as that occurring on the 
ear lobes from metallic jewelry. At Northwestern, 
where we are at present engaged in a study of der- 
matitis among workers in the lithographic industry, 
we have been searching for a chelate that would 
attach onto the chromate ion which is believed to 
be the offending agent in dermatitis of this type; 
but so far to no avail, although one such agent is 
reported to have been used with success in the treat- 
ment of chromic ulcers—produced, it is thought, by 
the trivalent positive chrome ion. Colored water- 
soluble chelating agents lately have been introduced 
for employment in histochemistry,* some, which are 
selectively bound only where metal is present, and 
others, which impregnate the tissue as a whole but 
change color only in the presence of the metal. The 
study of the metabolism and distribution of metals 
may thus be enhanced and may conceivably benefit 
dermatology. 


TRANQUILIZING DRUGS 


The so-called tranquilizing drugs, chlorproma- 
zine and the rauwolfia group of drugs, have, of 
course, been applied in dermatology with results that 
are difficult to assess. Despite the occasional reports 
of reactions from chlorpromazine, particularly hepa- 
titis, and the suspicion, too, that it may prove to be 
photosensitizing, the drugs are being used with ever 
increasing frequency and seem to be replacing the 
barbiturates. They appear to be more effective in 
hospital practice than in ambulatory patients, and 
the drugs benefit the patient generally and his cuta- 
neous lesions indirectly. Nevertheless, one nationally 
prominent newspaper health columnist recently 
stated that he had observed refractory psoriasis dis- 
appear from a patient who had been given one of 
the tranquilizing drugs for another disease. Again 
was hope rekindled among long suffering but ever 
hopeful psoriatic patients. We regret that our pa- 
tients with psoriasis to whom the drug was admin- 
istered were not so fortunate. Some physicians are 
advising the use of an antihistamine drug along 
with the tranquilizer in order to reduce the side- 
reactions of rhinitis. The drugs are being used effec- 
tively to cure the mental reactions that sometimes 
occur from steroid therapy. 


BALDNESS 


‘ 


Along the same line, two new treatments for com- 
mon baldness have recently been introduced. One 
treatment—which was reported in a letter to the 
editors of the British Medical Journal and is now 
being exploited by an American hair-growing insti- 
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tute—consists of the use of roniacol, a derivative of 
niacin. It seems that the drug was administered to 
patients for the treatment of intermittent claudica- 
tion and two of the patients “proudly and happily” 
volunteered the information that the tablets had 
grown a good crop of hair on their bald pates. Hair 
grew after taking 250 tablets, and an incidental find- 
ing was the observation that scalp hairs appeared on 
heads that were previously barren. It would seem 
that with the amount of niacin consumed in this 
country, one would expect bald heads to be the un- 
usual rather than the commonplace. The Glasgow 
physician who wrote the letter confessed that he had 
not personally had the time to take the tablets to 
cure his own advanced baldness. 


The other treatment is being exploited by a prom- 
inent drug house. The cover of the advertising bro- 
chure proclaims Premarin Lotion for the treatment 
of acne vulgaris, seborrhea and premature alopecia. 
The text inside the covers states that one observer 
“studied 75 patients with various skin and nail dis- 
turbances which appeared to be related to a defi- 
ciency of estrogen.” From this series, the case his- 
tories of six patients, three males and three females, 
were selected to illustrate scalp lesions responding to 
topical estrogen therapy: “Within three to six weeks 
alleviation of symptoms and reduced hair loss were 
noted.” Nowhere in the advertisement does it state 
that Premarin Lotion grows hair and indeed a detail 
man from the company was quick to make that 
plain to me. But it does “control hair fall,” they say. 
The implication is there. The tune is an old familiar 
one, the source a surprising one. 


LEG ULCERS 


Several new suggestions have been made for the 
treatment of leg ulcers. Saphenous neurectomy has 
been recommended for selected cases of painful leg 
ulcers. The relief from pain is said to be immediate 
and often dramatic. Robinson,® employing more 
conservative measures, applied powdered antibiotic 
drugs to leg ulcers, particularly chloramphenicol, 
bacitracin and bacitracin-polymyxin B sulfate. Aside 
from the development of a few cases of dermatitis, 
the results were more than satisfactory—a conclu- 
sion that carries considerable significance, because 
Robinson in many years of experience had employed 
at one time or another almost every treatment- 
method suggested: Unnas paste bandages, adhesive 
dressings, scarlet red ointment, chloresium, vitamin 
A and D ointment, ultra violet light, dry heat, x-ray 
therapy, ammoniated mercury, gentian violet, pan- 
thenol ointment, aluminum subacetate and _ boric 
acid solutions, occlusion, ligation, vein stripping, 
streptokinase-streptodornase, trypsin and antibiotic 
ointments. Robinson considered the result from anti- 
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biotic powder in his 72 ambulatory patients to be far 
superior to any obtained with the above mentioned 
treatments. However, Spier and Cliffton also ob- 
tained excellent results by first applying a combina- 
tion of antibiotic drug and plasminogen to remove 
debris and infected material and then applying hyal- 
uronidase. 


A new and even more conservative method of 
treatment employing gelatin sponge powder has in 
its favor not only a high degree of efficiency, but 
also the factor of simplicity. Milberg and Tolmach,* 
treated a group of 106 ambulatory patients, 64 
women and 42 men, all of whom had received other 
standard methods of therapy without success. The 
majority had varicose or post-thrombophlebitic ul- 
cers, ulcers associated with sickle cell anemia, bed- 
sore, elephantiasis or ulcers from causes unknown, 
all of which were treated in the same manner. 


The ulcers were packed with sterile absorbable 
gelatin sponge powder, covered with dry gauze and 
then wrapped in an elastic bandage or elastoplast 
dressing. Soothing pastes were applied to any areas 
of dermatitis that were present and, if infection was 
present, systemic antibiotic agents were used for 
several days before treatment. The dressings were 
changed at weekly intervals. Where the ulcer was 
huge or where more than one ulcer was present, 
comparative studies were made against silver leaf 
foil, an antibiotic ointment, aloe vera leaf and crys- 
talline trypsin. In all cases, the gelatin sponge pow- 
der was found to be more effective in stimulating the 
formation of granulation tissue with resultant early 
healing of the ulcers. 


Still another method especially for hypostatic 
dermatitis is that recommended by Reisch and 
Combes,’ which consists of a legging made of sponge 
rubber—legging rather than boot, for it does not 
encase any of the foot. The leggings cannot be pur- 
chased from stock, they must be made to measure 
for each patient. Reisch and Combes gave specific 
instructions for the making of such a legging, which 
has the advantages of uniform pressure from ankle 
to knee and of giving superficial massage as the 
patient walks. Also, it permits any sort of adjuvant 
dressings to be used, as the legging is easily removed 
and reapplied. 

The question as to whether or not an ulcer has 
undergone cancerous degeneration, always in the 
forefront, has been made somewhat easier by Ron- 
chese’ and co-workers, who employed the Wood’s 
light for detecting carcinomatous tissues in ulcers. 
The method was described some years ago in both 
animal and human tissues, but Ronchese’s report 
was enhanced by the inclusion—for the first time— 
of striking colored photographs which show the 
vivid “live coal” reddish orange fluorescence of the 
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squamous carcinoma tissue. To obtain the color, the 
surface of the lesion must be necrotic. Only the 
superficial part of the lesion gives the color. Basal 
cell epitheliomas (even badly ulcerated), carbuncles, 
benign leg ulcers, gummas and even granuloma fun- 
goides. ulcers do not fluoresce with the “live coal” 
color. Roentgen therapy reduced the fluorescence 
temporarily. The Wood’s light will not be expected 
to exclude histological examination in order to es- 
tablish a diagnosis, but it does offer help in selection 
of the most suitable area for biopsy. 


TRYPSIN 


Trypsin,” in the form of a suspension of crystal- 
line trypsin in sesame oil (Parenzyme) when in- 
jected intramuscularly, was said to bring about good 
results in a variety of inflammatory diseases, not- 
ably thrombophlebitis. It was used also for psoria- 
sis, herpes zoster, atopic eczema, deep pyoderma and 
abscesses in various locations. About one-third of 
the patients complained of pain and induration at 
the site of injection. We, at Cook County Hospital, 
were about to undertake a study of trypsin in cutane- 
ous diseases, but were advised by a reliable observer 
that the results would not warrant the treatment, for 
reactions were not inconsiderable. 


Herpes zoster was reported to be favorably in- 
fluenced by treatment with a new drug—thiastig- 
mine.® The results were uniformly good in 23 cases. 
The drug combines thiamine chloride and neostig- 
mine methylsulfate, each of which had previously 
been used alone in herpes zoster with indifferent 
results. The combination is said to have a synergis- 
tic effect which is postulated on the physiologic 
action of both thiamine and neostigmine as cholin- 
esterase inhibitors, permitting greater liberation 
of acetylcholine. 


NOTES 


There is an apparent increase in the incidence of 
pretibial myxedema since hyperthyroidism is being 
treated with radioactive iodine. One case observed 
at Cook County Hospital is responding satisfactorily 
to treatment with Diamox,® a new diuretic being 
used with success for the treatment of exophthalmus. 


7 ? 7 


The administration of radioactive iodine to reduce 
thyroid activity permits the utilization of smaller 
doses of corticosteroids in acute disseminated lupus 
erythematosus. 


7 i A 7 


There is said to be a world-wide epidemic of plan- 
tar warts at present, affecting girls in the 10 to 12- 
year age group and boys to a lesser extent. For some 
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unaccountable reason, January, February and March 
were the months of highest incidence. 
7 7 7 
Dermatologists are learning to recognize that der- 
matomyositis, like lupus erythematosus, may occur 
without manifestations in the skin. It is actually 
multiple myositis and is diagnosed more reliably 
by an electromyogram than by muscle-biopsy. 
7 e 7 
Myocostatin, intended for the systemic treatment 
of moniliasis is reported to effect excellent results in 
oral thrush. It is used as a mouth rinse. 
¢ 7 7 
Whether from parental pressure or from bitter 
experience, it is difficult to determine, but there 
seems to be a swing back to early treatment of he- 
mangiomas from the former advice of pediatricians 
to “wait and see.” 
7? 7 7 
In a study of a new complement-fixation test for 
monilia, Rein and co-workers found that approxi- 
mately 15 per cent of all persons tested gave positive 
reactions; approximately 80 per cent of patients 
with cutaneous moniliasis gave positive reactions; 
and prolonged administration of tetracycline therapy 
to patients giving negative reactions failed to change 
these reactions. 


7 7 7 


Chemical analysis of brittle nails failed to reveal 


any decrease in mineral content—results which con- 
firm the long held view of dermatologists that there 
is no basis for the administration of calcium to pa- 


tients with brittle nails. 
v 7 v 


Recent publications of importance and interest 
include: 


Physiology and Biochemistry of the Skin, by Stephen Roth- 
man (University of Chicago Press). The first of its kind 
in the English language, it is comprehensive, stimulating, 
interestingly written, new and authoritative—an excellent 
and important book in every respect. 

7 7 7 

The Eczemas, by Loewenthal and collaborators (Williams & 
Wilkins Co.), also excellent, contains a chapter by Hath- 
ausen on theoretical considerations of allergic eczema 
which will delight the hearts of all dermatologists. 

7 7 v 

The Skin, by Arthur Allen (C. V. Mosby Co.), is written 
by a pathologist and thus presents the subject with an 
approach that is fresh and somewhat different than usual. 
Treatment is not discussed nor is there emphasis on minu- 
tiae. Several things in the book are not only controversial 
but in error. Withal, however, the material is stimulating, 
current &nd effectively presented. The excellence of the 
illustrations alone is sufficient reason to own the book 
despite its large size and high cost. 

7 7 ? 

Classics in Clinical Dermatology, by Shelley & Crissey 
(Charles C. Thomas), affords delightful leisure-type read- 
ing. It reproduces the original descriptions of the im- 
portant dermatologic conditions known today. Foreign 
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originals are translated into English. And it contains also 
interesting background material of each of the authors. 
The book may well become a classic in itself. 


7 7 7 


The Clinical Significance of Disturbances in the Delivery 
of Sweat, by Sulzberger and Herrman (Charles C. 
Thomas), consists essentially of material presented by 
these two authors at the American Academy of Derma- 
tology and Syphilology a few years back. All phases of 
the subject are reviewed thoroughly and in a way to inter- 
est students of the subject. 

v v 7 


Handbook of Tropical Dermatology, in two large volumes 
edited by Simon (Elsevier Publishing Co.), contains in 
great detail not only diseases peculiar to the tropics, but 
also discusses the behavior in the tropics of diseases 
common to the more temperate zones. There is a chapter 
on historical developments and terminology that is ab- 
sorbing. The two volumes are well worth owning. 

7 7 7 


Two small books on topical therapy, one by Lerners (Der- 
matologic Medications, Year Book Publishers) and the 
other by Frazier and Blank (A Formulary for External 
Therapy of the Skin, Charles C. Thomas) serve a useful 
purpose. The Lerner’s book is the more practical of the 
two and contains much material that is new. The Frazier- 
Blank book discusses the basic phases of the subject in a 
manner that is thought-provoking and sometimes contro- 
versial, but the formulas recommended are often imprac- 
tical for use except in institutions. 

7 7 7 


A small book by Canizares on Modern Diagnosis and Treat- 
ment of the Minor Venereal Diseases (Charles C. 


Thomas), is plainly written and up to date. It should be 
helpful both to the students and to the teacher of derma- 
tology. 


v 7 v 
Diseases of the Skin, eighth edition, by Ormsby & Mont- 
gomery (Lea & Febiger), still maintains its position as 
the most important reference book in dermatology, even 
though it contains some material that is antiquated. 
7 7 7 


The fourth edition of Diseases of the Skin, by Andrews 
(Saunders), has been improved considerably by changes 
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in much of the material in physical methods, particularly 
radiation. Apparently students prefer this text over others. 
7 7 7 
Viral and Rickettsial Diseases of Skin, Eye and Mucous 
Membranes of Man, by Harvey Blank and Geoffrey Rake 
(Little, Brown & Co.), the first complete and detailed 
book to be written on the subject. It is an informative 
reference work, plainly written and represents a skillful 
combination of clinical experience and scientific infor- 


mation. 
7 v v 


MacKenna’s second book on Modern Trends in Derma- 
tology (Hoeber) maintains the excellent pace of the first 
edition. It is modern, advanced, well written and adult 
fare in all respects. 

v 7 7 

Finally there is the new look of the Archives of Dermatol- 
ogy—a new title, new cover and new format. It remains 
only for new low printing prices to take effect in order 
to make the use of colored illustrations practical. 

104 S. Michigan Boulevard, Chicago 3, Illinois. 
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Practical Management of the Stone-Former 


SINCE SURGICAL REMOVAL of urinary calculi is di- 
rected against the effect of the disease and usually 
leaves the cause unaltered, recurrence may be antici- 
pated in from 25 to 40 per cent of all cases.® It is 
imperative, therefore, to use what measures are pos- 
sible to alter the obscure processes that lead to for- 
mation of calculi. 

Since any plan of intelligent management is based 
on the composition of the calculus, the first essential 
is to know the particular kind of stone formed in 
each case. Usually if there is recurrence the kind 
of calculus formed is the same as the first, and if 
conditions can be changed to alter the urinary milieu 
which initially led to formation of a calculus, many 
recurrences will be prevented. 

As it provides the most accurate data regarding 
the composition of calculi, chemical analysis should 
be carried out on all stones removed or passed. It is 
important to impress patients with the necessity of 
recovering calculi that are passed spontaneously. 
Simple qualitative chemical analysis usually pro- 
vides all the information needed. More complicated 
quantitative analyses give little additional informa- 
tion of value as concerns treatment. When calculi 
cannot be obtained, something concerning their 
nature may be predicted by the radiographic ap- 
pearance or by such contributory evidence as the 
pH of the urine or the type of any complicating 
infection. 

For the purposes of clinical diagnosis and man- 
agement it is convenient to divide calculi into two 
large groups, those that are relatively radiopaque, 
and those that are relatively nonopaque. There are 
two main types of radiopaque calculi: (1) primary 
calcium calculi—those usually combined with oxa- 
lates, phosphates or carbonates; and (2) secondary 
magnesium ammonium phosphate stones which form 
‘in the presence of strongly alkaline urine. Three 
types of calculi are relatively nonopaque: the more 
common uric acid stones and cystine stones, and the 
extremely rare xanthine stones. 

The initial step in the study of any patient with 
calculus is to determine whether he has any metab- 
olic disease or predisposing factor which might 


lead to stone formation. Since the diagnosis of 
From the Department of Surgery, Division of Urology, Stanford 
University School of Medicine, San Francisco 15 
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¢ The recurrence or growth of urinary calculi 
may be prevented by a plan of management 
suited to the stone-forming tendency of the 
patient. 


metabolic disease is often difficult, there is a ten- 
dency to subject patients to innumerable, time- 
consuming, expensive laboratory tests, many of 
which have no practical application. In the authors’ 
plan of observation only the few laboratory proce- 
dures that are essential are used. 

As concerns radiopaque calculi, there is usually 
little difficulty in differentiating primary calcium 
calculi from the magnesiunt ammonium phosphate 
group. The former are usually discrete calculi which 
form in neutral or slightly alkaline urine in the 
absence of infection. The latter form in strongly 
alkaline urine and are frequently caused by stasis 
and alkaline infection with urea-splitting organisms 
or by high alkali ingestion. The phosphate calculi 
may be branched and of stag-horn conformation, 
similar in appearance to some cystine calculi, which 
also may be slightly radiopaque. 

The most important chemical test in the study of 
patients with primary calcium calculi is the quanti- 
tative determination of urinary calcium. This is the 
one test which gives indication of one or more of the 
causes of hypercalcuria: (1) Hyperparathyroidism; 
(2) excessive calcium intake; (3) excessive vita- 
min D intake; (4) immobilization; (5) renal tubu- 
lar acidosis, from pyelonephritis, nephrocalcinosis, 
or congenital tubular defect; (6) sarcoidosis; (7) 
idiopathic. 

As a pilot test, quantitative calcium, phosphorus 
and creatinine determinations are made of urine 
collected over a 24-hour period, without varying 
the patient’s usual diet or fluid intake. Although 
these determinations are of no diagnostic signifi- 
cance as concerns metabolic disorder, when repeated 
to allow for variations in the patient’s diet, they pro- 
vide useful background information. In the first 
phase, information is gained of the normal 24-hour 
creatinine output for the particular individual. Re- 
gardless of food ingested, the 24-hour creatinine 
output does not vary more than 200 mg. (normal 
1 to 2 gm). This serves as a check that the entire 
24-hour urinary output is obtained at subsequent 
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TABLE 1.—Menu for low calcium test diet 
(to be taken for 4 consecutive days) 


Composition of Meal Pattern: Calcium 175 mg., 
Phosphorus 894 mg., Calories 2400. 
Breakfast: 


Orange juice* % cup (scant) 
Cooked Farina % cup 

with sugar teaspoons 
Soda crackers squares 
Butter pats (6 teaspoons) 
Bacon slices 


Sugar teaspoons 
Coffee 


Dinner: 


Plainly cooked beef ounces 

Boiled or baked potato cup 

Raw or canned tomato small or 4% cup canned 
Soda crackers squares 

Butter pats (6 teaspoons) 
Applesauce with sugar* 4 cup 


Sugar teaspoons 
Tea 


Supper: 


Plainly cooked lambt 2% ounces 
i 1 scant cup 
1 large ear or % cup frozen 
Soda crackers 3 
Butter 3 
Banana* 1 
Sugar 3 
Tea 


This diet is to be taken for three consecutive days prior 
to collecting a 24-hour specimen of urine and the day of 
collecting the urine. The first thing on the morning following 
three days of diet, void and discard urine. Thereafter collect 
all of urine passed during the next 24 hours. Collect in clean 
1 gallon glass jug. This includes all urine passed up to and 
including first urine passed the morning after the day of 
starting the collection. 


squares 
pats (6 teaspoons) 
small 

teaspoons 


“Bananas, oranges, peaches, applesauce or watermelon may be used. 
tBeef, lamb, veal, or chicken may be used. 


determinations. Secondly, this initial study gives 
indication of the amount of calcium and phosphorus 
a patient excretes on his usual diet. 

In hyperparathyroidism, calcium excretion ex- 
ceeds intake, even on a low-calcium diet. To diag- 
nose or rule out this condition, the patient is given 
a diet of 175 mg. of calcium daily (Table 1) for 
four days; the urine is collected during the last 24- 
hour period and a quantitative calcium determina- 
tion made.* (We are attempting to develop a simple 
office test for this determination. In our experience 
the Sulkowitch test is not sufficiently sensitive for 
quantitative estimates.) If the 24-hour specimen, 
with the patient on the test diet, contains more than 
200 mg. of calcium, the diagnosis of hyperpara- 
thyroidism is likely. The serum calcium and phos- 
phorus should also be measured to give additional 
confirmatory evidence. If the amount of calcium in 
the urine is only slightly excessive the concentration 
in the serum may be normal. However, in advanced 
cases of hyperparathyroidism, the serum changes 
will be quite evident. 


VOL. 83, NO. 1 + JULY 1955 


\\ 


\\A 
ANA 
N 


9 
9 


WY 
AW 


CALCIUM IONS (Cat*)-mg per 100ce. 


B 
° 


2.0 


ee 


i Foxe) 6.0 7.0 8.0 9.0 
TOTAL PROTEIN ~ em per l0Oce 


Chart 1.—Urinary calcium excretion after 175 mg. diet 
for three days. Preoperatively, 570 mg. were excreted in 
24 hours. After operation there was a normal excretion 
of 154 mg. in 24 hours. 


The normal value for serum calcium is 9 mg. to 
11 mg. per 100 ml. and for serum phosphorus 3 mg. 
to 5 mg. per 100 ml. In hyperparathyroidism, while 
serum calcium is increased and serum inorganic 
phosphorus decreased, the urinary output of both 
calcium and phosphorus is increased. The mode of 
action is not entirely clear, but it has been found 
in animals that injection of parathyroid hormone 
causes hyperphosphaturia, probably by decreasing 
the renal threshold for phosphate excretion.' Appar- 
ently the sequence of events is as follows: First 
hyperphosphaturia occurs, producing hypophospha- 
temia; then, since there is a constant ratio between 
serum phosphorus and calcium, a decreased serum 
phosphorus causes hypercalcemia, which in turn 
leads to hypercalcuria. An additional factor is an 
increased amount of calcium in the serum and urine 
caused by increased osteoclastic activity under ex- 
cess parathyroid hormonal stimulus. 

Since the serum calcium determination represents 
total serum calcium and since the diagnosis of 
hyperparathyroidism depends solely on the amount 
of ionized calcium, whenever the diagnosis is doubt- 
ful the amount of ionized calcium is computed by 
determining the amount of serum protein, to which 
nonionized protein is bound. A low-serum protein 
(normal is 6 to 8 gm. per 100 ml.) indicates that a 
borderline total serum calcium contains a more sig- 
nificant amount of ionized calcium. When the total 
serum calcium and the serum protein are calculated, 
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Chart 2.—Serum studies showing initially elevated calcium and decreased phosphorus with prompt return to nor- 
mal after partial parathyroidectomy, when supplementary calcium feedings were discontinued. 


the ionized fraction may be computed from a chart 
(Chart 1).® 

The serum alkaline phosphatase is not diagnostic 
of parathyroid disease and indicates only the amount 
of osteoblastic activity. Likewise, the urinary phos- 
phate excretion is useless in the diagnosis of hyper- 
parathyroidism, although it serves as an important 
guide in the prevention of calculi.’ Most renal 
changes in metabolic disease are secondary to hyper- 
calcuria, and the urinary phosphate excretion is not 
consistently abnormal. Moreover, in the idiopathic 
stone-former, the amount of phosphate excreted de- 
pends almost entirely on the amount ingested. 

Although hyperparathyroidism is the cause in 
fewer than 5 per cent of cases of calcium calculi, it 
is extremely important to determine whether or not 
this condition is present, for, if it is, permanent cure 
is attained by partial parathyroidectomy. 

Hyperparathyroidism is so insidious that it fre- 
quently escapes detection even though the patient 
may be under medical observation, as for urolithia- 
sis. A typical case is that of a 59-year-old housewife 
who after passing innumerable calculi over a period 
of four years, was finally admitted to the hospital 
for study. At the time of entry, x-ray studies revealed 
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Chart 3.—For calculation of ionized fraction of calcium 
when total serum calcium and protein are known (Mc- 
Lean and Hastings). 


calculi in both kidneys. On the four-day regulated 
calcium Uiet, the patient’s urinary calcium excretion 
was abnormally high (Chart 2). Studies of the serum 
revealed hypercalcemia and hypophosphatemia 
(Chart 3). The diagnosis was hyperparathyroidism. 

Even though no calculi are recovered for chemical 
analysis, the careful study of the individual patient, 
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including the history, physical examination, urine 
»xamination, x-rays and cystoscopic studies, supple- 
nented by the special chemical tests made to rule 
gut hyperparathyroidism, is usually adequate to 
lifferentiate between calcium and magnesium am- 
monium phosphate calculi and also to pin-point any 
evident etiologic factor which might cause hyper- 
calcuria. 

Excessive calcium intake may occur with the in- 
gestion of large quantities of milk, cream and alka- 
lis, as in the treatment of peptic ulcer. Excessive 
vitamin D intake causes large quantities of calcium 
to be absorbed from the large intestine, with in- 
creased phosphorus and calcium excretion in tke 
urine. This also occurs in acidosis. Forced immo- 
bilization of the skeleton, as when patients are in a 
cast or in traction, produces bone resorption with 
excretion of large quantities of calcium. Renal tubu- 
lar acidosis, seen in pyelonephritis, nephrocalcinosis 
or a congenital tubular defect causes an inability of 
the tubules to produce ammonia, excrete hydrogen 
ion, or concentrate the urine. There is loss of fixed 
base in the form of increased calcium and potassium 
excretion. Hypercalcuria in sarcoidosis is apparently 
caused by invasion of osteoblasts and demineraliza- 
tion. In idiopathic hypercalcinuria there is appar- 
ently a reduced renal threshold to calcium excretion 
since the serum levels are normal and acidosis is 
not present. 

There is no apparent metabolic cause for magne- 
sium ammonium phosphate calculi—the usual etio- 
logic factors being stasis and alkaline infection. 

As concerns study of patients with relatively non- 
radiopaque calculi, the same general rules of study 
apply. The first step is to determine the presence of 
any underlying metabolic disease or etiologic factor. 

Uric acid calculi which form in the kidney and 
ureter are usually caused by a metabolic error in 
purine metabolism. This is in contrast with uric acid 
calculi of the urinary bladder which result from 
stasis. The urine is acid and usually uninfected. In 
many cases there is an increased level of uric acid 
in the blood without increased urinary excretion, as 
sometimes occurs in gout. In some instances, how- 
ever, there is an elevation of the serum uric acid 
(normal 2 to 4 mg. per 100 ml.) and increased uri- 
nary excretion, normally 0.3 to 1.2 gm. for 24 hours. 

Cystine calculi result from an intermediary pro- 
tein metabolic defect in which incomplete oxidiza- 
tion of cystine is followed by the increased urinary 
excretion of crystalloids and formation of stones. 
About 2.5 per cent of patients with cystinuria have 
calculi.® These stones are frequently stag-horn and 
slightly radiopaque. The urine is acid and usually 
uninfected. The diagnosis may be made by an ele- 
vated 24-hour urinary output of cystine® (normal 


10 to 15 mg.). 
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Although it may not be advisable to place every 
patient who forms a calculus on an intensive prophy- 
lactic regimen, the authors consider the following 
indications mandatory: 

1. One or more recurrences. 

2. One kidney removed because of calculous dis- 
ease. 

3. Calculi in a single kidney (other kidney ab- 
sent or removed for whatever cause). 

4. Calculi present but operation refused or not 
considered practical. 

5. Presence of residual urinary infection or ob- 
struction which is impossible to eliminate following 
removal of calculus. 

For the success of any plan of prevention, two 
objectives must be attained: The prevention of a 
nidus for a calculus to form, and the prevention of 
crystalloid concentration sufficient for precipitation 
on a nidus. 

Some measures are effective regardless of the type 
of calculus: 

1. The ingestion of large quantities of fluids. Pa- 
tients should be advised to take three to four quarts 
of fluid daily, with instructions to distribute the in- 
take over the waking hours as evenly as possible— 
one glass or more every hour. This maintains a con- 
stantly low concentration of urine. The more dilute 
the urine, the less the likelihood of crystalloid pre- 


cipitation. This measure is also helpful in combating 
urinary infection. 


2. The desirability of eliminating any complicat- 
ing infection, obstruction or stasis is obvious. 

3. Physical activity is essential. Since recumbency 
causes loss of calcium and phosphate in the urine, it 
is a factor in promoting the growth of all types of 
calculi. In patients with spinal cord or orthopedic 
difficulty, provisions should be made for ambulation 
or similar physical activity. 

When ambulation is not practical, administration 
of hyaluronidase may possibly prevent calculus for- 
mation during the initial period of recumbency 
when calcium metabolism in the bones is being re- 
stabilized and excess calcium in the urine is inevi- 
table. When this enzyme is injected subcutaneously, 
hyaluronate is released from the site of injection 
and subsequently reaches the urine. Dosage may be 
regulated according to the amount necessary to 
clear the urine of turbidity and sediment. It varies 
between 150 and 900 turbidity-reducing units every 
24 to 48 hours. This substance, acting as a protec- 
tive colloid, is said to disperse the crystalline matter 
already present in the urine and to inhibit the forma- 
tion and growth of new crystalline matter. (The 
authors have not found hyaluronidase useful in 
other circumstances, and are not certain of its use 
in recumbency.) 





The following measures apply to patients with a 
tendency to form radiopaque calculi: 

1. Patients with calculi composed of phosphorus 
or calcium are placed on the low-phosphorus diet 
advocated by Shorr.’ Since foods low in phosphorus 


TABLE 2.—Low phosphorus menu pattern 


(Approximately 2000 calories, with 75 grams protein) 


GENERAL RULES 
. Drink large quantities of fluids: 3 to 4 quarts per day. 


are usually low in calcium as well, the excretion of 
urinary calcium as well as phosphorus is reduced. A 
particular advantage of a low-phosphorus diet is its 
safety in cases of renal impairment in which an acid- 
ash diet would be dangerous. In patients with de- 


. Limit intake of food of highest phosphorus content: meat, fish, fowl, eggs, milk and cheese. The suggested menu pattern 
supplies approximately 2000 calories, 75 grams protein, 900 milligrams phosphorus and 345 milligrams calcium. 


. Take 2% tablespoons (144 ounces or 45 ml.) Basaljel 4 times daily; one hour after meals and at bedtime. 
. Take one capsule daily of one of the following vitamin preparations: Unicap, Upjohn; Vita Kaps Improved, Abbott; Stan- 


ford Vitamin Capsule. 
FOODS PERMITTED 
Beverages: Artificial fruit ades, carbonated beverages, coffee, lemonade, tea. 3 to 4 
quarts daily. Whiskey if desired. 
Bread: White bread, white rolls, raised doughnuts. Five slices of bread daily. 


Cereal: Refined cereals as cornflakes, cornmeal, regular cream of wheat, Farina, 
rice krispies; use 1 serving as substitute for 1 slice bread. 


Condiments: As desired. 


Dairy Products and Eggs: Use % cup milk, or 1 egg, or %4 cup cottage cheese, or 
3% ounces cream cheese or 2 ounces Camembert. 


Desserts: Apple betty, angel cake, apple or blueberry pie, sherbet, ices. 


Fats: Butter, hydrogenated fat, brown gravy, lard, margarine, French dressing, 
hard sauce. 


Fruits or Fruit Juices: 1 serving citrus; 1 to 2 servings apple, apricot, berries, 
cherries, grapes, melon, peach, pear, pineapple, plums or tangerines. 


Meat, Fish or Fowl: 6 ounces. Beef, chicken, lamb, pork, sausage or fish or shellfish 
such as: bass, clams, cod, crab, flounder, haddock, herring, lobster, oyster, 
scallop. 


Potato or Substitute: 4% cup serving as desired. 
Soup: 1 serving. Bouillon, chicken-noodle, chicken-rice. 


Vegetables: 3 servings. Beets, cabbage, carrots, cucumber, green beans, green leafy 
vegetables, pepper, rutabagas, scallions, squash, tomatoes, turnips. 


FOODS EXCLUDED 
Ale, beer, brandy, milk drinks, 
postum, 


Hot breads, biscuits, muffins, pan- 
cakes, waffles, whole grain breads. 


Whole grain cereals, bran, oats, 
wheat. 


Processed cheddar, cheese food, 
processed Swiss. 

Cake, ice cream, cream pies, 
pudding. 

Gravies, dressing or sauces made 
with milk or eggs; nuts. 

Currants, prune juice, raisins. 


Broilers, dried beef, liver, sardines, 
sweetbreads. 


Creamed or scalloped. 

Bean, beef or vegetable. Cream 
soups. 

Artichoke, lentils, mushrooms, peas, 
soybeans. 


Note: Foods not listed should be used only occasionally and in limited quantities; avoid phosphate laxatives, phosphate baking 


powders, self-rising flours. 
SuccesteD Menu PATTERN 
Mg. 

Breakfast: Phosphorus 

Orange juice, 6 oz 

Cereal, fine, 1 serving 

Toast, white, 1 slice 

Butter, 1 teaspoon 

Jelly, 1 tablespoon 

Milk and cream (half and half) 


Lunch: 


Sandwich: 


Dinner: 


Alternate Breakfast: . 
Orange juice, 6 oz 


Butter, 1 tablespoon 
Jelly, 1 tablespoon 
Sugar, coffee, tea 


Mg. 
Phosphorus 


Soup or fruit cocktail 


Meat, fish or fowl, 4 oz 
Potato or paste, 4% cup 


Vegetable, 4% cup 


Salad 
Hard roll, 1 


Butter, seasonings 


Dessert 


Sugar, coffee, tea 


Approximate total 892 milligrams phosphorus. 


Between Meals: Plain gelatin, lemonade, artificial fruit ades, water to bring fluid intake to 3 to 4 quarts per day. 
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creased renal function, acidosis tends to develop 
because of the retention of acid radicals (phos- 
phate, sulfate, organic acids, urea). An acid-ash 
diet would aggravate the acidosis and throw the 
extra burden of excreting excess acid on already 
damaged kidneys. In order to make the diet as 
palatable as possible, the authors have attempted to 
incorporate a wide selection of foods. The diet con- 
tains approximately 2,000 calories, with 75 gm. of 
protein and less than 1 gm. of phosphorus (Table 
2). To patients who wish to calculate their own 
diets, we give a more complicated diet form which 
lists the phosphorus content of all foods.* 

While the patient is on this diet, the 24-hour 
urinary output should ideally contain less than 300 
mg. of phosphorus. Determination of the phospho- 
rus excretion is the guiding test in the control of the 
Shorr regimen. This is made every few weeks until 
the excretion becomes stabilized. 

As a check that all the 24-hour urine has been 
collected, creatinine excretion is also measured. It 
should fall in the range which is constant for each 
patient. There is no evidence that a constant dietary 
reduction of phosphate gives rise to hypophospha- 
temia or its sequelae, but the authors are investigat- 
ing this question further. 


2. As an adjunct to the low-phosphorus diet, 
Shorr management consists of administering an 
aluminum gel — aluminum carbonate being the 
most effective—to divert phosphorus from the urine 
to the bowel. Aluminum carbonate (Basaljel®) acts 
with phosphate by absorption to form insoluble 
aluminum phosphate. The more Basaljel the patient 
takes, the more latitude may be permitted in the 
matter of diet. Thirty to 40 ml. of Basaljel four 
times daily, one hour after meals and at bedtime, is 
the average dose. To make it more palatable, the 
patient is instructed to flavor it with lemon juice or 
a Kool-Aid powder. For a few weeks constipation 
occurs but it gradually abates. Fruit juices or a mild 
cathartic such as cascara may be given in the early 
stages of this treatment. 

The authors have not found any tablets as effec- 
tive as Basaljel liquid, but if patients will not co- 
operate in taking the liquid, Aludrox® may be sub- 
stituted. One tablet is slightly less effective than 
one teaspoon of Basaljel. 


3. Because of the theoretical possibility that vita- 
mins may help to preserve a normal urothelium 
and prevent nidus formation, such as Randall’s sub- 
epithelial calcium plaque, patients are given a multi- 
vitamin preparation, one capsule daily. 


* Authors will supply copies of this diet on request. 
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4. In the absence of infection, acidification of the 
urine is not necessary with this regimen. However, 
if the urinary phosphate cannot be adequately de- 
creased, or if urea-splitting organisms are present 
and magnesium ammonium phosphatic calculi are 
forming, acidification of the urine with some form 
of mandelic acid or ammonium chloride or an acid- 
ash diet is indicated. Aluminum carbonate tends to 
alkalinize the urine. 


The specific measures for the management of 
patients with the relatively nonradiopaque cystine, 
uric acid and xanthine calculi are much the same for 
all three types of stones. 


1. Since these calculi form in acid urine, meas- 
ures are taken to alkalinize the urine, maintaining 
the pH at from 7 to 7.5. This is accomplished by 
either or both of two measures: Either the adminis- 
tration of 4 to 12 gm. of sodium citrate or sodium 
bicarbonate daily, or by an alkaline-ash diet. 


Testing the urine with nitrazine paper is a con- 
venient method for the patient to determine the 
efficacy of these measures. 


2. A low-purine diet aids in reducing cystine, 
uric acid and xanthine output even though the pri- 
mary defect is metabolic, not purine intake. In fact, 
uric acid is excreted by persons on a purine-free 
diet. In gout, drugs such as acetylsalicylic acid in a 
dose of 4 to 6 gm. daily or colchicine in acute at- 
tacks of arthritis also tend to lower the blood uric 
acid level and probably the urinary excretion. 
Smaller doses of acetylsalicylic acid may cause uric 
acid retention in the blood. 

As with radiopaque calculi, the ingestion of large 
quantities of fluids is essential. 


Stanford University Hospitals, Clay and Webster Streets, San Fran- 
cisco 15. 
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Reconstructive Operations on the Biliary Tract 


RECONSTRUCTIVE PROCEDURES to establish the flow 
of bile into the alimentary tract may be indicated 
in the following conditions: When injuries to the 
common or hepatic ducts are recognized and re- 
paired at the time of the initial surgical procedure; 
when secondary repair follows unrecognized trauma 
of the main biliary channel, unsuccessful primary 
repair, or obliterative extrahepatic cholangitis after 
operation on the biliary tract; and when treatment 
of malignant neoplasms involves some portion of 
the extrahepatic biliary system. 

Cole, Reynolds and Ireneus? estimated that ap- 
proximately 80 per cent of the benign strictures of 
the common duct are due to operative injury of the 
duct, usually during cholecystectomy, and less fre- 
quently during subtotal gastrectomy. The precau- 
tions that should be exercised during these proce- 
dures to protect the common duct from injury have 
been repeatedly emphasized. Johns’* presentation of 
this subject is particularly illuminating. 

There is general agreement that restoration of the 
function of the sphincter of Oddi is desirable in 
choledochoplasty and, whenever possible, the con- 
tinuity of the biliary tract should be reestablished, 
by an end-to-end anastomosis of the duct above and 
‘below the point of obstruction. When conditions are 
such that it is technically impossible to perform such 
a repair, an anastomosis of the proximal duct to a 
defunctionalized segment of the jejunum is the next 
choice. Anastomosis of the proximal duct to the in- 
tact duodenum or a functioning jejunal loop has 
also been successful in many cases. In previous pub- 
lications*: ® © the use of intrahepatic cholangiojeju- 
nostomy was recommended for extensive benign 
obstruction of the extrahepatic biliary system if the 
usual methods of reestablishing biliary-enteric con- 
tinuity proved to be inadequate. 

Excision of the duodenum or the head of the pan- 
creas for neoplasms entails the removal of a portion 
of the common duct, in which case some type of 
biliary-enteric anastomosis must be performed. End- 
to-side choledochojejunostomy is the technique usu- 
ally employed. 

From the Department of Surgery, University of California Medical 
Center, Los Angeles, Wadsworth Hospital, Veterans Administration 


Center, Los Angeles and the Los Angeles County Harbor General 
Hospital, Torrance. 


Presented before the Section on General Surgery at the 84th 
as wey of the California Medical Association, San Francisco, 
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CHARLES E. ENGEL, M.D., Los Angeles 


¢ Fifty cases in which reconstruction of the 
biliary system was carried out were reviewed. 
In 25 cases the operation was done during the 
treatment of malignant neoplasms. The other 
25 patients were treated for benign conditions. 
Delayed stricture of the biliary anastomosis 
occurs more frequently following operation for 
benign post-traumatic obstruction than follow- 
ing reconstruction for other conditions. This is 
probably a result of: (1) greater regional 
scarring, (2) local infection, and (3) technical 
imperfections in the reconstituted biliary an- 
astomosis. 

Certain primary malignant tumors may be 
difficult to recognize by both gross and micro- 
scopic examination. In six cases of biliary 
obstruction resulting from malignant neoplasms 
in the present series, exploration had been 
carried out some time previously, and in four 
of them an erroneous diagnosis of benign biliary 
obstruction was made. 

End-to-end anastomosis of the duct above 
and below the point of obstruction is the 
method preferred in the treatment of benign 
biliary stricture. Intrahepatic and extrahepatic 
biliary-enteric anastomoses have been used 
successfully in selected cases. 


Bowers! recently reported a series of 14 cases in 
which the common duct was transected and re- 
implanted into the duodenum in the treatment of 
relapsing pancreatitis. Incomplete biliary drainage 
was encountered in only one of these patients. 


MATERIAL 


This report presents experiences with reconstruc- 
tive procedures of the biliary tract in 50 patients. 
Benign biliary obstruction was present in 25 of 
them, and reconstruction was done in 25 others dur- 
ing the surgical treatment of a malignant neoplasm 
of the extrahepatic biliary system or of adjacent 
organs. These patients were treated at the Wads- 
worth Veterans Hospital, the Los Angeles County 
Harbor General Hospital, or in the private practice 
of the authors. 

Male patients predominated in this series because 
of the number of cases included from the Veterans 
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TABLE 1 


Carcinoma 


Carcinoma 
of the 
Ampulla 


Carcinoma 
of the 


Type of Operation Pancreas 


Pancreatoduodenectomy 4 
End-to-end anastomosis 

Hepaticojejunostomy 
Choledochoduodenostomy... 
Choledochojejunostomy...... 
Cholangiojejunostomy 


Hospital. In the private and county hospital cases, 
ten benign strictures to one malignant obstruction 
was the average ratio encountered in the female 
patients, while in the male patients the ratio was 
six obstructions due to malignant lesions to three 
benign obstructions. 


The average age of 19 patients with trauma to or 
stricture of the biliary tract was 41.2 years. In the 
five cases in which surgical treatment for pancrea- 
titis required biliary reconstruction, the average 
age was 45.6 years. There were 15 patients with 
primary malignant tumors of the extrahepatic bil- 
iary system. The average age for this group was 
55.3 years. In seven cases of carcinoma of the pan- 
creas the average age was 62.7 years, the oldest 
group of patients in the series. The average age of 
the four patients in whom reconstructive biliary 
operation was utilized in the treatment of malig- 
nant lesions of adjacent organs was 38.8 years. This 
was the youngest group in the series. 


TREATMENT 


A pancreatoduodenectomy or “Whipple” opera- 
tion was done in 21 instances, for the following 
conditions: Carcinoma of the head of the pancreas, 
in seven cases; carcinoma of the ampulla of Vater, 
four cases; carcinoma of the common duct, two; 
carcinoma of the duodenum, one; other types of 
carcinoma, two; chronic pancreatitis, five. In all 
these cases the end of the common or the hepatic 
duct was anastomosed to the side of the jejunum or 
the third portion of the duodenum. 

An end-to-end anastomosis of the bile duct was 
used in 13 operations for the following conditions: 
Ten for stricture secondary to surgical trauma, two 
for primary trauma, and one for carcinoma of the 
common duct. Two patients in this series had two 
end-to-end anastomoses for recurrent stricture. 

Hepaticojejunostomy, using a Roux-Y jejunal 
limb, was done in three cases, in one case each of 
carcinoma of the gallbladder, carcinoma of the 
common duct and benign stricture. Hepaticoduo- 
denostomy was used on one occasion, in a patient 
with lymphosarcoma involving the common duct. 
Choledochoduodenostomy was used in three patients 
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of the 
Gallbladder or 
Common duct Malignancy 


Other Chronic 


Pancreatitis 


3 5 


Secondary 
Stricture 


Primary 
Trauma 
2 10 

1 


1 
6 


4 18 


with carcinoma of the common duct and in one with 
carcinoma of the stomach. The common duct was 
anastomosed to a jejunal loop in one patient with 
carcinoma of the stomach, to a Roux-Y jejunal limb 
in one patient with a benign stricture, and to the 
stomach in one patient with carcinoma of the com- 
mon duct. The series includes six patients in whom 
cholangiojejunostomy was done. Removal of a liga- 
ture about the common duct and insertion of a T- 
tube was done in one case (see Table 1). 


RESULTS 


Carcinoma of the Pancreas. Seven patients 
with carcinoma of the head of the pancreas were 
treated by means of pancreatoduodenectomy with 
end-to-side anastomosis of the biliary tract to the 
jejunum or third portion of the duodenum. Results 
in the treatment of this disease have been as dis- 
couraging as those reported by others. Only two of 
these patients escaped serious immediate postopera- 
tive complications. Four of the patients survived two 
months or longer and all died within a year of the 
date of operation. In two cases biliary fistulas de- 
veloped during the immediate postoperative course. 
It is interesting, however, that those who survived 
four months or longer did not experience difficulties 
with the biliary-enteric anastomosis until there was 
evidence of recurrent carcinoma. Delayed benign 
stricture of the anastomosis was not encountered. 


Carcinoma of the Ampulla of Vater. Pancre- 
atoduodenectomy was used in four patients with 
carcinoma of the ampulla of Vater. One patient 
died during the postoperative period, while the re- 
maining three lived for over four months. Three 
years after operation one of the latter died of recur- 
rent carcinoma. Stricture or obstruction of the 
biliary anastomosis did not occur in any of these 
cases. 

Carcinoma of the Extrahepatic Biliary Sys- 
tem. Biliary reconstruction of some type was at- 
tempted on ten patients with carcinoma of the bile 
ducts and on one with carcinoma of the gallbladder. 
Due to the extensive character of the neoplasm, 
only a palliative rather than a curative procedure 
could be performed on nine of these patients. 
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TABLE 2—Neoplasms of the biliary system 


CANCER OF THE BILE DUCTS 


Survival 
Time 


Immediate Post- 
operative Course 


Result 
Expected 


Curative 
Curative 
Palliative 
Palliative 


4% mo. 


Palliative 4 mo. 


Palliative 


Palliative Complicated 7 days 


Palliative Complicated 18 days 


Palliative Complicated 8 mo. 


Palliative Complicated 6 weeks 


CANCER OF THE 


Palliative Complicated 1 day 


A “curative” procedure was performed on the 
two patients whose carcinoma was small and located 
in the distal end of the common duct, within the 
head of the pancreas. Pancreatoduodenectomy was 
done and in both cases the immediate postoperative 
course was uneventful. One patient lived four years 
and three months before dying of recurrent carci- 
noma. The other patient was alive and well without 
evidence of disease 37 months after operation. 


Table 1 indicates the variety of procedures that 
have been used to divert the flow of bile from the 
‘proximal ductal system around the obstructing neo- 
plasm and into the alimentary tract. Anastomosis of 
the gallbladder to the intestine has not been used in 
any of these patients because of obstruction above 
the junction of the cystic and hepatic ducts or be- 
cause the gallbladder had been previously removed. 
There were two deaths in the period immediately 
after operation. One patient who was gravely ill 
with carcinomatosis died 18 days after operation. 
Two patients were alive and well at the time of this 
report, one six weeks and the other four and a half 
months after operation. One of these patients is re- 
ceiving roentgen therapy, as the obstructing neo- 
plasm is a lymphosarcoma. Two patients had good 
palliation for over a year, although one of them 
eventually died of generalized tuberculosis. Two 
other patients found to have very extensive carcino- 
matosis at operation died within a few months with- 
out receiving appreciable benefit from the proce- 
dure. Postoperative biliary obstruction, when it oc- 
curred in these cases, resulted from extension of the 
neoplasm and not from benign scarring or stricture 


(Table 2). 
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4 yrs. 3 mo. 
3 yrs. 1 mo. 


2 yrs. 6 mo. 


1 yr. 5 mo. 


No. of 
operations 


Type of 
operation 


Whipple 
Whipple 
End-to-end 
Hepatico- 
jejunostomy 
Choledocho- 
duodenostomy 


Choledocho- 
duodenostomy 


Choledocho- 


duodenostomy 


Choledocho- 


jejunostomy 
Choledocho- 
gastrostomy 


Hepatico- 
duodenostomy 


Remarks: 
Died of recurrent cancer 
Alive and well 
Alive and well 


Died at 84, 
recurrent cancer 


Died, extensive cancer 
Died, general tuberculosis 
Duodenal fistula, peritonitis 


Extensive cancer, steady 
downhill course 


Died, extensive cancer 


Alive, receiving x-ray 


GALLBLADDER 


Died, shock and hemorrhage Hepatico- 


jejunostomy 


Carcinoma of Adjacent Organs. Biliary re- 
construction was done in four cases during exten- 
sive resections of neoplasms of adjacent organs. 
The neoplasms originated in the stomach in two 
patients, the colon in one patient, and in the duo- 
denum in another. None of these patients survived 
the extensive resections beyond the immediate post- 
operative period. 


Chronic Pancreatitis. Five patients with local- 
ized chronic pancreatitis were treated by pancreato- 
duodenectomy with an end-to-side biliary-enteric 
anastomosis. There were no deaths in this group up 
to the time of this report, and in only one patient 
were there serious complications following opera- 
tion. The biliary-enteric anastomosis functioned 
without difficulty in all cases. One patient has been 
observed for four years since operation (Table 3). 


Primary Trauma. Three patients were observed 
soon after the original trauma to the duct. In two 
cases the trauma was recognized and repaired by 
end-to-end anastomosis at the time of injury. In 
the third case exploration was carried out a few days 
following the original operation. An occluding liga- 
ture was removed from an intact common duct, and 
a T-tube inserted. A stricture which developed 11 
months following this procedure required excision 
and end-to-end anastomosis. 

One of the two patients in whom primary anasto- 
mosis Was performed also had a division of the 
hepatic artery. The duct and the artery were re- 
paired by end-to-end anastomosis but the patient 
died of hepatic failure. Severance of the common 
duct was identified at the time of cholecystectomy 
in the second case, and careful end-to-end anasto- 
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mosis over a small T-tube was carried out. The T- 
tube became obstructed five weeks after operation 
and was removed, but in a period of two and a half 
months of observation after operation the patient 


did well (Table 4). 


Secondary Benign Stricture. There were 18 
operations on 16 patients in this group. End-to-end 
anastomosis was done ten times and hepaticojeju- 
nostomy and choledochojejunostomy once each. 
Cholangiojejunostomy has been used in six cases. 
All of the eight patients treated by end-to-end anas- 
tomosis were in satisfactory condition at the time 
of this report, although reoperation was required 
in two of these cases. Two patients were relieved of 
biliary obstruction by a biliary-enteric anastomosis. 


Cholangiojejunostomy brought about satisfactory 
biliary drainage in three patients. One patient re- 
mained jaundiced, however—supposedly from se- 
vere cirrhosis, since roentgenograms showing drain- 
age of the left and right lobes demonstrated the 
patency of the anastomosis. Two other patients died 
after operation, both of continued biliary difficul- 
ties. One of them obtained satisfactory biliary drain- 
age after operation but he continued to have moder- 
ately severe attacks of cholangitis every three to six 
months. Death occurred following reexploration of 
the liver hilus at another hospital six years after the 
cholangiojejunostomy. Autopsy disclosed multiple 
stones in the hepatic ducts. The operation failed to 
produce drainage of bile into the intestinal tract in 
only one patient. This patient had an external biliary 
fistula and the intrahepatic ducts were not greatly 
dilated. The external fistula persisted after opera- 
tion. Further surgical procedures were refused and 
death occurred 13 months after operation (Table 5). 


DISCUSSION 


Extrabiliary lesions such as carcinoma of the 
pancreas, or chronic pancreatitis frequently cause 
dilation of the biliary tract and thickening of the 
wall of the duct. When a partial resection of the 
common duct is required in such cases, a sizable 
proximal segment of the duct usually remains and 
biliary-enteric anastomosis can be performed with- 
out undue technical difficulty. The absence of chol- 
angitis in such cases is another factor which is un- 
doubtedly important in explaining why benign sec- 
ondary strictures did not form at the site of biliary 
anastomosis in cases of this type in the present 
series. On the other hand, there was a history of 
recurrence of an anastomotic stricture following re- 
constructive procedures for traumatic stricture in 
ten of sixteen cases. 


If trauma to the duct occurs, the optimum condi- 
tions for a successful repair are undoubtedly pres- 
ent at the time of the original operation. 
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TABLE 3—Pancreatitis 


Immediate 
Case Postoperative Survival 
N 


°. Course Time Remarks 


1 Uneventful 4 yrs. General condition good. 
30 lb. weight gain. 
Occasional cramps 


and diarrhea. 


Condition satisfactory. 
Gain in weight. 


Satisfactory 
Improving 


Uneventful 7 mo. 


Uneventful 


Complication 
of intraperitoneal 
abscesses 


Uneventful 


3 yrs. 8 mo. 
4 mo. 


1% mo. Improving (diabetes) 


TABLE 4—Primary trauma 


Results 
Tube remained 314 weeks. 
Stricture occurred 11 mo., 
later requiring reoperation. 
Died of hepatic failure. 
Had also sustained injury 
of hepatic artery. 
Tube removed in 5 weeks. 
Condition satisfactory 244 
months postoperatively. 


Operation 


Removal of ligature 
of common duct 
Insertion of T-tube. 


End-to-end anastomosis 


End-to-end anastomosis 


Subsequent scarring of the duct wall and adja- 
cent tissues and local infection, conditions which 
are invariably associated with secondary repairs, 
contribute greatly to the failure of subsequent opera- 
tions for biliary reconstruction. 


Leakage at the biliary anastomosis did occur dur- 
ing the early postoperative period in three cases 
following pancreatoduodenectomy and caused seri- 
ous postoperative complications. A well-supported 
anastomosis must be carefully done, using two rows 
of interrupted sutures. Beyond the immediate post- 
operative period the results of biliary reconstruction, 
per se, have been good in the extrabiliary lesions. 

A “curative” operation could be done in only two 
of eleven cases of carcinoma of the extrahepatic 
biliary system. In both of these the lesions were in 
the distal portion of the common duct and were 
treated by pancreatcduodenectomy. The first patient 
died of recurrent carcinoma four years and three 
months after operation. Three years and one month 
after operation the second patient was well and with- 
out evidence of recurrence. 

Certain malignant tumors arising in or involving 
the common duct are characterized by the formation 
of abundant fibrous or scar tissue. It may be diffi- 
cult to establish the correct diagnosis of such tumors 
since the malignant character of the tissue may not 
be noted in histological studies of frozen sections. 
In six of the eleven cases exploration had been 
done elsewhere prior to the operations considered 
in the present series. In four of these six cases an 





Case No. of 
No. operations 


1 1 
2 2 


Operation 
performed 


End-to-end 
End-to-end 


Immediate 
result 


Good 
Good 


TABLE 5—Benign strictures 


Tube 
removed 


42 days 
27 days 


Follow-up 
period 


15 mo. 
9 mo. 


Present Condition 
Good, two episodes cholangitis 
Excellent 


3 1 End-to-end Good Reexploration for Satisfactory 


biliary obstruction 
date unknown 


7 weeks 


End-to-end 


End-to-end 
End-to-end 
End-to-end 
End-to-end 
End-to-end 
End-to-end 
Hepatico- 


Good 


Good 
Good 
Satisfactory 
Good 
Good 
Good 
Satisfactory 


5 months 


41% months 


1 year 


3 months 
3 months 
4 months 
6 weeks 


3% yrs. 
5 yrs. 
4 yrs. 


3 yrs. 7 mo. 


7 yrs. 
7 weeks 


Obstruction recurred after removal 
of tube 


Good, occasional cholangitis 
Satisfactory 
Good, occasional mild cholangitis 
Recurrent obstruction at 6 months 
No obstruction. Has antral gastritis 
No obstruction. Diag. duodenal ulcer 
No fever. Jaundice cleared. Cont. 


jejunostomy 
Choledocho- 
jejunostomy 
Cholangio- Fair 
jejunostomy 
Cholangio- 

jejyunostomy 
Cholangio- 

jejunostomy 


Cholangio- 
jejunostomy 


cont. pain 


Good 


Good 
Good 


Satisfactory 
until 12th day 


4 Cholangio- 
jejunostomy 


5 Cholangio- 
jejunostomy 


* (Reoperation) 


Good 
Good 


incorrect diagnosis of benign stricture or oblitera- 
tive cholangitis had been made. 

These fibrous neoplasms grow slowly, and they 
._produce no symptoms other than of biliary obstruc- 
tion for long periods of time. One patient in the 
present series lived comfortably for over two years 
following relief of biliary obstruction by a “side- 
tracking” procedure. We have not had occasion to 
perform cholangiojejunostomy for this type of neo- 
plasm but it might be indicated in certain cases, as 
has been suggested by Waddell and Burbank.’ 

The tumor was much less favorable in its growth 
characteristics in four of the cases herein. There 
was wide extension of the tumor at the time of ex- 
ploration and, despite various diverting proce- 
dures, the patient’s condition continued to deterior- 
ate. The longest survival period was eight months. 


End-to-end anastomosis of the duct above and 
below the obstruction has been the preferred method 
of treating benign biliary stricture. Two of the pa- 
tients with benign stricture underwent reexplora- 
tion. Two patients were treated with biliary-enteric 
anastomosis. Drainage was satisfactory in all of 
these patients at the time of this report. 


Following failure of the usual methods of recon- 
struction, cholangiojejunostomy was used in six of 
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pain, addiction 


5 yrs. 5 mo. Satisfactory 


13 mo. Died. Biliary drainage not satisfactory 


No obstruction. Various abd. 
complaints 


Excellent 


4 yrs. 3 mo. 
3 yrs. 4 mo. 


Hemorrhage, Died 
Esophageal 
varices 

4 yrs. Partial jaundice persists. Severe 
cirrhosis. Anas. patent 
Intermittent cholangitis. Died after 
reexploration of hilus. Intrahepatic 
stones found at autopsy 


6 yrs. 


the present cases. This procedure has been of defi- 
nite benefit and should not be withheld until re- 
peated obstructions have brought about advanced 
biliary cirrhosis. Two unsuccessful attempts by com- 
petent surgeons to repair the ductal system. at the 
hilus should be sufficient indication to consider the 
use of cholangiojejunostomy. 
U.C.L.A. School of Medicine, Los Angeles 24. 
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Parent-Child Relationships 


[HE OBJECTIVE of good parent-child relationships is 
o help children grow into mature adults. The pur- 
pose of this paper is to discuss some of the ingredi- 
nts of better attitudes of parents toward their chil- 
dren and of children toward their parents. It is 
hoped thereby to help physicians to help parents 
provide their children with the major guideposts 
along the road to emotional stability and maturity 
in adult life. 


It would be both inappropriate and presumptive 
for a pediatrician to attempt to discuss the under- 
lying principles of mental hygiene as applied to chil- 
dren. Psychiatrists are the experts in this field. They 
continually look back into childhood influences for 
the causes of disturbed personalities which they see 
in adult patients. However, they are unable to give 
guidance to all children; they must use their time 
to deal with the results of long continued, unhealthy 
emotional environments. Hence it clearly behooves 
physicians who see the masses of children and their 
parents to have some understanding of the proper 
ingredients of healthy personality development. We 
should also know something about the essential emo- 
tional needs of children. In addition, we should have 
some grounding in simple practical methods of help- 
ing parents to supply those needs. At the same time 
we should be able to help them to direct the satis- 
factory adjustments which must be made between 
the child’s own instinctive drives and the restrictions 
on them imposed by society. We general physicians 
should also realize that this process starts at birth 
and presents new problems of adjustment in a con- 
tinuing manner all through infancy and childhood. 
Parents and the physicians who deal with children 
have an interesting challenge extending over many 
years—which is conditioning the child to self-suffi- 
ciency. 

Many is the pediatrician who began practice well 
prepared to deal with pancreatic fibrosis, glycogen 
storage disease and the like, only to have a seemingly 
never-ending stream of patients whose chief com- 
plaints were such things as destructiveness, sullen- 
ness, disobedience, or nail-biting, temper tantrums, 
enuresis, fears. Many mothers thought such symp- 
toms were caused by some mysterious physical dis- 
ease, the origin of which we physicians were sup- 
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* Parents and doctors have an obligation to 
supply children with an emotional diet leading 
to their eventual maturity. This is as important 
to the child as is his physical guidance. The 
proteins, carbohydrates, fats, minerals and vita- 
mins of a child's emotional diet are: (1) the 
need for security; (2) the need to achieve 
social adaptability; (3) the need for success; 
and (4) the need for independence. In helping 
parents provide their children with these major 
guideposts along the road of character de- 
velopment toward maturity, physicians have a 
challenge and opportunity for real service to 
the humanities—a field of endeavor far behind 
science in human progress. 


posed to find. As we began to suspect such things as 
jealousy of a new baby as the cause of the bizarre 
behavior, the gaps in our training became more and 
more evident to us. We realized that antibiotics, and 
not even our old standby, aspirin, would cure such 
things as these. We made feeble efforts to solve some 
of these problems (in self defense), using a bizarre 
mixture of common sense, intuition, general experi- 
ence, some psychology often lifted bodily from a 
popular magazine or the daily newspaper, and a few 
guesses thrown in for good measure. We became quite 
expert in consistently giving parents the wrong 
answers. As preventive medicine has progressed, 
however, we have learned to look on the child as an 
individual in whom physical well-being and emo- 
tional welfare are a reciprocal and indivisible unit. 
At the same time we have come to recognize that 
our responsibilities had expanded to the point where 
we should have firmly grounded, positive informa- 
tion to offer parents in order to develop not only the 
best organic mechanism, but the most satisfactory 
personality of which the child is intrinsically cap- 
able. 

For a discussion of this subject, the term mental 
hygiene seems a poor one. Hygiene smacks of sani- 
tation, septic tanks, mosquito control and even 
brushing teeth. Mental health seems a better term. 
We think of a mentally healthy child as one who, 
step by step as he grows in size and years, is also 
growing in self control, is learning to find adequate 
expression for his instinctive drives in harmony 
with his own developing sense of conscience and of 
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society’s dictates. We have learned that children 
(and we include infants) thrive best when they live 
in a climate of human attitudes and relationships 
which supply certain basic needs. These needs are 
the protein, carbohydrate, fat, minerals and vitamins 
of their emotional diet. Many a problem in behavior 
may be solved in terms of these needs unsatisfied. 
The more important of these are: (1) the need for 
security; (2) the need to achieve social adaptability ; 
(3) the need for success to satisfy ego; for activity 
leading toward achievement which results in the 
child’s satisfaction; and (4) the need for inde- 
pendence appropriate to the age of the child. 


A DIET OF SECURITY 


When such basic emotional needs as these are not 
supplied, the child becomes distressed emotionally 
and will develop attitudes and actions of an un- 
healthy nature in a vain attempt to solve a problem 
with which he is incapable of dealing. When we con- 
nect such symptoms as lying, destructiveness, jeal- 
ousy, fears, negativism or overly aggressive behavior 
with a lack of security, for instance, we are often 
well on the way to treatment of a simple, direct sort. 
Better still, if we teach the mother of a newborn 
baby the basic need to feel secure, and teach her how 
she can give her child security in a sensible manner, 
then we have done something in prevention. To give 
the infant or child security, parents must learn to 
accept him for what he is, for a rejected child is not 
secure, and even the newborn senses intuitively the 
psychological climate in which he is placed. Parental 
approval is one of his most urgent needs, and, as 
' with all that affects the child, the parent’s attitude 
toward him is brought home to him through their 
actions day after day—never by sporadic inconsist- 
ent displays of (often false) affection through words. 
Fondling the infant, romping with the youngster, 
respecting the differences in attitudes and expres- 
sions between two siblings, one of whom is an extro- 
vert and the other an introvert, rather than forcing 
one to be like the favored other—all are ways to 
provide a good nourishing diet of security. The atti- 
tude of the parents along these lines should be 
shaped and decided upon early. Some parents are 
confused and need help in organizing and recog- 
nizing their own attitudes so as to crystallize them 
into helpful channels of action. For example, an 
early decision as to whether parents want success 
for their child purely in a competitive sense, setting 
arbitrary standards of achievement often beyond 
their child’s capabilities at any particular stage, or 
whether they desire competitive success only com- 
mensurate with their child’s innate capabilities, is of 
extreme importance. The former attitude often puts 
the child under pressure—pressure to win, to re- 


18 


member that rhyme, to achieve toilet-training earlier 
than anyone else in the block. If the pressed young- 
ster cannot deliver, he early feels insecure and all 
sorts of neurotic behavior results. However, if 
healthy parental attitudes engender encouragement 
for any accomplishments, whatever they may be, the 
child’s need of security, born of acceptance, is fos- 
tered, and it makes no difference then whether he is 
captain of the team or merely a substitute. 

As to social adaptability, it begins in the cradle. 
For example, the young baby’s propensity for crying 
each night—every night from 6 p.m. to 10 p.m. just 
when the tired young father has returned from work 
and dinner must be prepared, is not too socially ac- 
ceptable. Often by keeping such a baby awake for 
the same three to four hours each day, day after day, 
his normally wakeful hours can be directed by habit 
training into much more acceptable channels. The 
baby needs this habit training, needs consistency 
and regularity, not only to foster security within 
himself but to satisfy his own innate desire to con- 
form. As the infant grows, the instillation of auto- 
matic good habits involves discipline. Discipline and 
punishment are often confused. Discipline involves 
teaching and learning the rules of the game, while 
punishment represents the penalty for infractions of 
these rules. Thus, discipline takes on a healthful, 
positive connotation as a process of learning that 
fosters growth and development. The word itself 
comes from disciple, so wise parents are making a 
disciple in a way of life that leads to usefulness and 
happiness and enables their child to profit by con- 
forming to standard conduct. Such a program helps 
him develop his own rules of the game, and thus his 
conscience. Wise parents teach by precept and ex- 
ample, not by just nagging words. 


THE PURPOSES OF A REGIMEN 


Children learn by imitation and practice, by doing 
the accepted thing over and over. They establish 
spontaneous habits of behavior, and they are upset 
if life does not go on for them in orderly sequence. 
The infant’s regimen agreed upon by the parents 
after reasonable discussion should not be regarded 
either as an unbreakable law or as a device for their 
own convenience, but as an important start toward 
their infant’s self-discipline. A daily program based 
upon age and individual needs helps the child estab- 
lish healthful habits of eating, sleeping, sphincter 
control, working, playing—all of which helps make 
life more comfortable for him and starts him toward 
adapting himself to the accepted conduct of his 
fellows. Basing such a routine on the infant’s devel- 
opmental age and ability to respond is fundamentally 
important. A youngster so trained has little difficulty 
in adjusting to a school program and other regu- 
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lated activities as he approaches maturity. Overly 
strict parents or those who expect adult behavior at 
the five-year level, who are constantly bombarding 
their youngster with a torrent of do’s and don’t’s in 
their misguided attempt at discipline, are not giving 
affectionate, firm guidance by repetition, precept 
and example. They usually forfeit their child’s re- 
pect for them as parents (a respect which, by the 
vay, must be earned and is not a God-given right) 
«nd they become only poorly respected policemen. 
Long before a child enters school his attitude toward 
authority has been formed. If he feels respect and 
kindness toward his parents, such feelings are easily 
transferred to his teachers and later to employers. 
Whereas if he feels parental authority has been arbi- 
trary, confusing and unfair, he naturally will expect 
the same treatment later on and will develop habit 
patterns of self protection, manifested by escape or 
rebellion. He usually hates all authority and is al- 
ways against things, never for them; he changes 
jobs frequently, leaves school frequently, and so on 
in the never ending pattern of which we hear too 
much. The parental attitude of over-protection and 
over-indulgence, on the other hand, deprives the 
child of valuable early training. It is easier to say 
“yes” than “no” at home, easier to stick a pacifier 
into the infant’s mouth than to listen to the crying, 
or to buy candy to avoid being nagged. It later 
comes as a rude shock that all things do not come 
free for the asking. Anger and resentment are nat- 
ural reactions in an untrained child whose innate 
drives have known no direction whatsoever, and are 
often expressed in many antisocial ways. 


PUNISHMENT 


Theoretically, the need for punishment denotes 
failure in discipline somewhere along the line. Many 
parents with healthy, constructive attitudes toward 
their children express this worry. It is well to re- 
member that no one is perfect, and one should not 
expect parents to create a perfect environment of 
human relations for their children. A little advice 
to such people to the effect that a tree blown about 
by the wind puts down stronger roots, and that a 
child who must meet and solve a few irritations 
throughout life builds stronger character, usually 
restores the parents’ self assurance and ease. The 
swing in our thinking from the belief that regular 
and frequent trips by Johnny and his Dad to the 
woodshed for a good tanning would keep him better 
in line, to the complete absence of punishment, and 
the frequent confusion of punishment with disci- 
pline, and the consequent lack of any direction, 
has been notable in the last few decades. Almost any 
physician must feel inadequate to advise precisely 
as to when and when not to resort to punishment. 
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A few guides, however, may be helpful when this 
question comes up: 


1. Punishment should not destroy what has been 
built up by wise training. 

2. When punishing a child be sure that he knows 
what it is for before he is punished, and that he 
understands that the punishment is to help him re- 
member the rules, rather than to vent the parents’ 
anger or to make good a parent’s threat. 


3. Punishment should be commensurate with the 
age and developmental status of the particular child. . 


4. Depriving a toddler of attention offen suffices 
—he wants that above all else—and it is often ac- 
complished by confining him to his room. 


5. Spanking a near teenage child is a humiliating 
experience for both parties, engenders shame and 
disrespect, and often deep resentment. Usually more 
is lost than gained by it. 


6. All punishment should be consistent. If Grand- 
ma lets Johnny get by with a certain offense, while 
his mother shuts him up for half a day, he becomes 
either confused in his discipline or resentful of his 
mother or both. So consistency is important. But 
of equal importance is infrequency of punishment. 
Setting the sights too high regarding behavior tends 
to engender too frequent punishment, a lack of 
understanding of the meaning of punishment and 
discipline between parent and child, and fosters a 
break-down of discipline and morale in the home. 


The third need is really ego food. To succeed is to 
feel secure. That applies to adults as well as to chil- 
dren. An infant who succeeds in reaching for and 
retrieving a rattle for the first time will gurgle with 
glee, much as does his father when he first breaks 
a hundred on the golf course. Too many parents 
whose children do not satisfy them for one reason 
or another, express their rejection by constantly 
talking down their child’s accomplishments. Such 
mothers stream into doctors’ offices with long pre- 
pared indictments on paper against their children, 
and almost before the greeting is over plunge 
into reading the list with evident relish and em- 
bellishments. All this in front of the poor, cowed 
prisoner who usually has long given up his last 
shred of confidence in himself, or glares at his 
tormentor with nothing short of hatred in his eye. 
When first spotted, such parents should be quickly 
ushered out of the room for a private conversation. 
Often the reason for the rejection becomes apparent 
with a little careful listening on the part of the doc- 
tor, who even in a busy practice can point out to 
such a parent the emotional food that all children 
need, adding a word or two about the individuality 
of man in general, including the mother herself, and 
gradually work toward at least a beginning in help- 
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ing these poor people straighten out their problems. 
Children need to develop confidence in themselves, 
for self-confidence is one of the prime attributes of a 
mature, successful adult who contributes the most 
to, and gets the most out of, life. By this is meant 
real calm self-confidence, built steadily upon a diet 
of parental approval which starts in infancy and is 
nourished by the feeling in the child that, no matter 
what happens to him, he has a wise and helpful 
counselor ready with a word of encouragement and 
a pat on the back. Wise parents early should be 
cautioned to keep competitive pressure below the 
danger point of repeated failure, and later loss of 
self-confidence in their children. This involves an 
understanding of, and acceptance of, the intellectual 
endowment of their children. They often must be 
helped by a tactful doctor to evaluate their child’s 
capabilities, so as to prevent undue competitive 
stress from bearing down on the patient. In the case 
of children with minor degrees of mental retarda- 
tion, delicate situations, but none the less important, 
arise for solution. One should always be on the alert 
as to the competitive ability and status of a particu- 
lar child, and as to that child’s parents’ reactions to 
it. Very often the utmost in cooperation between the 
doctor, the parents, and the school authorities can 
nip many developing inferiority complexes in the 


bud. 
NEED FOR INDEPENDENCE 


Independence is the fourth need of children. This 
is placed last on the list not because it is considered 
less important, but because its achievement perhaps 

more than the others represents the goal of maturity. 
At age 21 the umbilical cord is finally severed. How- 
ever, if it is not recognized by parents and doctors 
alike who deal with families that this process begins 
in the delivery room, not only will there be ulti- 
mately many unhappy, over-dependent adult babies 
who are unable to make decisions and combat the 
ordinary problems of living, but also all sorts of 
emotional misfits throughout childhood will be 
amongst us too. Physicians dealing with children 
have made much progress in well-baby care along 
the lines of fulfilling the need of independence ap- 
propriate to the age of the child. We have stopped 
regimenting infants into fixed schedules and rigid 
techniques. We have stopped breaking them into 
and out of habits at certain fixed and specific ages 
irrespective of conditioning factors in the infant’s 
physical and emotional make-up. We have learned 
the wisdom of feeling that the child has the right to 
follow his own growth pattern, a right to be given 
food when he is hungry and a right to refuse it if he 
isn’t hungry. We are alert to help him take his next 
step ahead when, and only when, he is ready to take 
it, but we respect his right to go along on his own 


developmental timetable. The wise doctor will stress 
such things to young parents, and combine this con- 
cept of helping their offspring toward independence 
from the moment of birth, with some of the concepts 
of good discipline which were outlined in preceding 
paragraphs. We finally have learned respect for the 
individuality of man and the importance of giving 
it to him from the cradle onward. 


TECHNIQUES FOR PHYSICIANS 


As to techniques for the doctor to use in helping 
parents apply this knowledge, certain things are 
needed. First, the doctor, whoever he may be, who 
handles the family’s medical problems must be 
aware of the great need for this kind of advice. Sec- 
ond, he must acquaint himself with certain basic 
concepts, some of which have already been touched 
upon here. Third, and most difficult of all, he must 
orient his values so as to become eager to offer help, 
not only after disturbed interpersonal relationships 
develop within the family involving the children, 
but before. He should train his interest to the point 
where he can smell out discord from a chance re- 
mark here and there, or perchance a failure in 
school, so that he will learn to deal with rejecting or 
over-anxious parents before their muddling pro- 
duces serious effects. A list of some of the most 
common problems involving the mental health of 
children might be of interest. Many are only all too 
familiar, of course: The fearful anxious mother, 
overpowered by her sense of responsibility, who is 
constantly alarmed, in need of reassurance; the 
grimly determined and domineering mother who 
tries to force her child into rigid patterns of behav- 
ior, who creates issues and then imposes her own 
authority in settling them, and who fights down to 
the last bit of spinach; the over-protective and often 
possessive mother, who tries to shield her child from 
all that may be unpleasant about him; the frustrated 
mother, who has read all the books but cannot find 
the right answers for her child and has lost her own 
spontaneity as well as her sense of humor in the 
process. 

Methods of treatment must be simple, for the time 
physicians have available (and lack of experience) 
demands that it be so. Recommending books for 
parents to read is not enough and usually serves only 
to confuse them. Frequent (often anticipatory) 
friendly, informal discussion of the principles in- 
volved, carried on in a spirit of sharing the child’s 
upbringing with the parents, is direct, is not time- 
consuming and is helpful. Pointing out to parents 
that the child should have a father’s as well as a 
mother’s example and constant help is important. 
From birth the relationship between father and 
child should be close, intimate and continuing. Good 
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rapport cannot be established quickly. Too many 
dolescents have grown up without the supporting 
vaternal relationships which are so important to the 
evelopment of a well-rounded personality. Mothers 
nd fathers would benefit greatly in their continuing 
elationships with their children if they were given 
uidance by the family doctor bit by bit, as the 
physician deals with the child from infancy through 
childhood with the feeding, immunization and physi- 
cal check-up programs, on house calls for illness, and 
raaybe a bit here and there by phone. Such advice 
must be given patiently, but rather didactically. A 
psychiatrist, no doubt, would consider this approach 
to be crude, but it is effective if we stay clear of 
deep-rooted conflicts and well developed neuroses— 
so long as we stay fairly close to the surface, as it 
were. Complicated cases, of course, should be refer- 
red because of the limits of time and training of 
general physicians, but such cases should be few if 
we do our part. As the vast majority of children 


VOL. 83, NO. 1 © JULY 1955 


in this country receive their general care from family 
physicians, not from pediatricians, the responsibility 
and opportunity to provide good mental health and 
to promote good personal relations between parents 
and children rests with the family doctor. However, 
all of us who deal with children should recognize the 
need and do our part whenever the opportunity 
arises. 


This topic is particularly apt at this time. It is 
obvious that our hoped-for better world will have 
to be inhabited by better people. The science, art and 
practice of human relations is becoming of para- 
mount importance in our attempts to strengthen our 
kind of civilization. Here we physicians, in helping 
children grow into more mature adults, with whole- 
some minds and moral strength, have a challenge 
and opportunity for real service to the humanities, 
which is a field of endeavor far behind science in 
human progress. 

2615 Eye Street, Sacramento 16. 





Foreign Medical School Graduates 


Problems of Qualifying as Competent to Practice 


IT HAS BEEN ESTIMATED that during 1954 more than 
5,000 foreign medical graduates entered the United 
States as potential applicants for licensure in one or 
more of the states.® 

The migration of large numbers of inadequately 
trained foreign physicians to this country has cre- 
ated many problems for the medical examining 
boards of the various states and for the Council on 
Medical Education and Hospitals of the American 
Medical Association. The foreign-trained physicians 
who have received medical education and training 
comparable to that given in this country will always 
be welcome. One of the best methods of establishing 
and maintaining friendly relations with other coun- 
tries is through the exchange of ideas and ideals and 
the comparing and advancing of scientific knowl- 
edge. Qualified foreign graduates will always be 
openly received in this country, particularly those 
who wish to come for additional postgraduate train- 
ing and then return to their countries. 


REQUIREMENTS OF FOREIGN GRADUATES FOR 
CALIFORNIA LICENSURE? 


The California Legislature at its 1951 session 
amended the law with respect to graduates of for- 
eign medical schools. As amended, the law reads 
as follows: 

“2193. An applicant, whose application is based 
on a diploma issued to him by a foreign medical 
school, except a Canadian school, shall furnish docu- 
mentary evidence, satisfactory to the board, that: 

“‘(a) He has completed in a medical school or 
schools a resident course of professional instruc- 
tion equivalent to that required in this article for a 
physician and surgeon applicant. 

“(b) Subsequent thereto, he has had issued to 
him by such medical school, a medical diploma, as 
evidence of the completion of the course of medical 
instructions required in this chapter. 

“(c) He has been admitted or licensed to prac- 
tice medicine and surgery in the country wherein 
is located the institution in which he has completed 
the resident courses of professional instruction re- 
quired under this chapter. 


The author is a member of the California State Board of Medical 
Examiners. 


Submitted January 16, 1955. 
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JUSTIN J. STEIN, M.D., Los Angeles 


° It is financially and practically impossible to 
investigate thoroughly all the medical schools 
in the world and to keep the records current. 

There is at present no acceptable method for 
screening the graduates. The official policy of 
the American Medical Association regarding 
licensing to practice medicine in the United 
States is that it is a state right and that it is 
entirely under the jurisdiction of the govern- 
ments of the individual states. 

Hospitals in this country have a great re- 
sponsibility to the public and to their attend- 
ing physicians not to engage incompetent phy- 
sicians and not to exploit the physicians they 
engage. 

It is the obligation of all medical licensing 
boards to constantly help in elevating and im- 
proving the standards of medical care. The for- 
eign- trained physicians who have received 
medical education and training comparable to 
that given in this country will always be wel- 
come. 

The exchange of students and faculty mem- 
bers between schools in friendly foreign coun- 
tries and the United States should be en- 
couraged. 

The number of foreign physicians serving as 
interns and residents in this country is steadily 
increasing. 


“(d) He has served at least one year in a service 
satisfactory to the board in a hospital located in the 
United States and approved by the board for train- 
ing of interns. 


“(e) If the applicant is not a citizen of the 
United States the country in which he has been 
licensed to practice medicine and surgery will 
admit to practice therein citizens of the United 
States upon proof of prior admission to practice 
medicine and surgery in some state of the United 
States or upon proof of matters similar to those 
required in this section for graduates of foreign 
medical schools. 

“Nothing contained in this section shall prohibit 
the board from disapproving any foreign medica 
school nor from denying the application if, in th« 
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pinion of the board, the instruction received by the 
applicant or the courses were not equivalent to that 
required in this article for a physician and surgeon 
applicant. Applicants under this section must pass a 
yritten, clinical, and oral examination before a cer- 
ificate may be issued by the board. (Chapter 239, 
Statutes 1951.)” 


EDUCATIONAL STANDARDS 


Basically the problem is that many of the foreign- 
rained physicians do not have adequate training in 
the basic sciences. The period of training is usually 
several years shorter than that required in this 
country. There may be little or no selection of the 
applicants to medical schools. Some foreign medical 
schools may admit as many as one thousand students 
to the freshman medical class, and in many foreign 
medical schools the total number of medical students 
exceeds two thousand. Many foreign medical schools 
will admit practically every applicant without any 
attempt to eliminate even those who are obviously 
not qualified. In the United States all medical 
schools have rigid requirements for the acceptance 
of applicants. For example, Smiley* pointed out 
that in the fall of 1953, 14,678 students applied for 
admission to medical schools in the United States. 
Included in this number were 3,409 who were 
reapplying after failing to be admitted in the pre- 
vious year. Approximately 40 per cent of the re- 
applying group were accepted and 57 per cent of 
the group applying for the first time were accepted. 
The total number admitted to all United States med- 
ical schools in the fall of 1953 was 7,756. 


No medical school in the United States has a 
total enrollment of more than eight hundred stu- 
dents and the majority admit fewer than a hundred 
to the freshman class. In 1953 there were only 5,646 
graduates of the 72 approved medical schools in the 
United States.® 


The laboratory equipment, libraries, teaching 
facilities and teaching staffs in many foreign schools 
are far from adequate. Many of the foreign-trained 
physicians who have come to this country since 
World War II received their medical training dur- 
ing and immediately after the war years when there 
was an acute shortage of teaching facilities and 
teaching personnel. It is becoming increasingly dif- 
ficult for many private medical schools in this coun- 
try to finance the type of medical education which 
is required by our high standards. The cost of med- 
ical education in this country is unquestionably 
high. However, when one considers the contribu- 
tion made to research, the provision of medical care 
to the indigent, the teaching of graduate students 
and the many other public contributions which a 
medical school and its faculty make directly and 
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indirectly to the community, then certainly the cost 
is not excessive. Analyses made of the costs of med- 
ical education frequently do not take these facts into 
account. It is vital, however, that private institutions 
of learning be given every possible financial aid, for 
they are essential in the maintenance of our free 
enterprise form of government. 


NUMBER OF FOREIGN MEDICAL SCHOOLS 


The Council on Medical Education and Hospitals 
of the American Medical Association and the Execu- 
tive Council of the Association of American Med- 
ical Colleges have published a list of foreign med- 
ical schools whose graduates they recommend for 
consideration on the same basis as graduates of 
approved medical schools in the United States. On 
the list in 1954 were only 50 medical schools in 14 
countries, although there are more than 550 med- 
ical schools in the world. In the United States there 
are only 72 approved medical schools and in Canada 
ten. 


It is obvious that it is financially and practically 
an impossibility to investigate thoroughly all the 
different medical schools in the world and to keep 
the records up to date. 


LICENSURE PROBLEMS 


It is readily apparent that there are many prob- 
lems imposed by the different state laws governing 
medical licensure. The problems probably will con- 
tinue until an acceptable screening method for for- 
eign graduates is adopted by all the boards. In 11 
states foreign-trained physicians are not eligible for 
licensure. Seven state boards do not require citi- 
zenship and 23 boards require full citizenship. Four- 
teen boards require that the applicant file first citi- 
zenship papers only. An internship or additional 
medical training in the United States is required by 
27 state boards. Only 16 licensing boards limit rec- 
ognition to graduates of the medical schools on the 
approved list of the American Medical Association. 
Other special requirements are requested by differ- 
ent boards.® 

With regard to uniform medical license laws the 
following statement made by Turner’ is of interest: 
“In the minutes of the annual meeting of the Ameri- 
can Medical Association in 1887, there are indica- 
tions of efforts to obtain the enactment of uniform 
medical licensure laws. After ten years of further 
unsuccessful effort in this direction, the California 
Medical Society introduced the following resolution 
at the 48th Annual Meeting of the American Med- 
ical Association in Philadelphia, 1897: 


“Resolved: That it is the sense of this Society 
that the American Medical Association take such 
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TABLE 1.—Aliens serving as first year interns and residents in 
hospitals in the United States, 1950 to 1954 


—Residents— -——Total 
Per 
Per Cent No. Cent 


-— Interns—— 


Year No. 
1950-51: 

Total 18,205 24,442 

Alien j 1,350 7.4 2,072 8.5 
1951-52: 


Per Cent No. 


16,135 22,918 
2,233 13.8 3,349 


16,231 23,221 
3,035 18.7 4,388 


7,705 18,191 25,896 
1,787 23.2 3,802 20.9 5,989 21.6 


action on the subject of medical legislation as will 
bring this matter to the attention of Congress and 
the President, and request the passage of such laws 
as will regulate by national examining boards the 
right to practice medicine in the United States; and, 
furthermore, we would urge that the delegates to the 
American Medical Association be instructed to make 
it their purpose to secure the adoption of such 
action by the American Medical Association.” 

The resolution was defeated. The official policy 
of the American Medical Association regarding 
medical licensure in the United States is as follows: 
“Medical licensure in the United States is a ‘state 
right’ and is entirely under the jurisdiction of the 
governments of the individual states.” Considerable 
efforts are being made by many individuals to 
develop a uniform medical practice act. The licens- 
ing of many inadequately trained physicians by 
- some states is just one of the many difficulties in 
getting states to adopt a uniform medical practice 
act. 

The United States Information and Educational 
Exchange Act of 1948 which became effective in 
July, 1949, has encouraged foreign physicians to 
take training in the United States. Hospitals have 
been authorized to offer internships and residen- 
cies to foreign physicians after approval of their 
educational programs by the Department of State. 

The fostering of educational exchange between 
friendly countries is certainly a worthy project. The 
responsibilities and opportunities of such a program 
must be carefully considered. The Educational Ex- 
change Act has encouraged training in this country 
of foreign students in all branches of education. 
Every effort should be made to help the foreign 
school graduate and also to encourage him to return 
to his native country if he comes here on an ex- 
change basis. 


The foreign school graduate who remains in the 
United States following completion of his intern- 
ship, whether in violation of his visa or not, should 
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TABLE 2.—Aliens on medical house staffs in approved hospital 
training programs, by states and territories, July, 1953. 
(Diehl, et al.?) 


Aliens——— 
Per Cent 


State No. 
New Jersey ..... 381 
South Dakota 10 
Montana 2 
West Virginia 51 
21 
541 

Delaware 23 

Rhode Island 32 

Illinois 519 

1,480 

194 

Massachusetts 363 

District of Columbia 131 

Arizona 15 

Connecticut 108 

Vermont 13 

Missouri 173 

Towa 

Minnesota 

Virginia 

Kentucky 

Michigan 

Utah 

Canal Zone 

Colorado 

Texas 

Wisconsin 

Florida 

Kansas 

Washington 

Pennsylvania 

California 

Tennessee 

Georgia 

North Carolina 

Alabama 

New Hampshire 

Louisiana 

New Mexico 


Oklahoma 


Nebraska 
Indiana 

South Carolina 
Puerto Rico 


 WRPRUAMUNANNVOOO 


Arkansas 
Mississippi 
North Dakota 
Idaho 


25,896 22 


certainly be given an examination comparable to 
that given graduates of United States medical 
schools. Also his entire background should be given 
careful study. 


The exchange of students and faculty members 
betweeh schools in friendly foreign countries and the 
United States should be encouraged. There is a 
growing tendency in this direction. 


Diehl? et al. have summarized the number and per- 
centages of alien physicians serving internships and 
residencies in the United States (Tables 1 and 2). 
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TABLE 3.—Graduates of medical schools in Canada examined for 
licensure in California 


Passed 
23 
16 


Examined 


COCrFrFNOCOOCONFOOWSO 


Diehl? also noted that many of the foreign physi- 
cians are interning and taking residencies in hos- 
pitals other than teaching hospitals. Most of the de- 
sirable hospital appointments are taken by United 
States graduates on a competitive basis. 

Hospitals in this country have a great responsi- 
bility to the public and to their attending physicians 
not to engage incompetent physicians and not to 
exploit the physicians they engage. Medicine is at a 
high level in this country and the standards must 
continually be elevated. 


CANADIAN GRADUATES 


Data in Table 3 indicate that California has been 
justified in accepting applications from graduates 
of approved Canadian medical schools to take the 
written examination on the same basis as graduates 


of California Medical Schools. 


During the period from 1939 to 1953, 256 gradu- 
ates of Canadian medical schools were examined by 
the California State Board of Medical Examiners. 
The proportion of failures was 0.039 per cent for 
the 15-year period. 

In 1953 of the 7,525 examinees including 5,646 
graduates of approved medical schools in the United 
States, 3.8 per cent failed. There were 121 graduates 
of approved Canadian medical schools and 4.1 per 
cent failed. The results of the examinations of gradu- 
ates of the United States and of Canada are closely 
parallel.® 

Between 1930 and 1953 inclusive, 20,372 physi- 
cians were examined on the basis of credentials 
obtained in countries other than the United States 
and Canada; of this number 10,504 successfully 
passed the examination and 48.4 per cent failed.® 

The number of foreign-trained physicians exam- 
ined for medical licensure in California each year 
in the period 1938 to 1953 inclusive is shown in 
Table 4. Similarly the figures for foreign-trained 
physicians examined for medical licensure in IIli- 
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TABLE 4.—Foreign trained physicians examined for medical 
licensure in California’ -?2 


Per Cent 


Examined Passed Failed Failed 


22 3 13.6 
31 7 
47 10 
39 + 


10 
16 7 
8 
6 
9 
13 
31 
22 
40 
45 
53 


*Not listed by states for that year. 


TABLE 5.—Foreign trained physicians examined for medical 
licensure in Illinois*-** 


Per Cent 
Passed Failed 
48 14.3 
79 
119 


Examined 


*Nor listed by states for that year. 


nois are shown in Table 5. It will be noted that for 
the years 1938 to 1941, inclusive, the proportion of 
failures was much lower than in succeeding years. 
The quality of instruction given in the medical 
schools prior to World War II was probably of a 
higher degree than it was during and immediately 
after the war. 


DISCUSSION 


As was stated previously, well trained foreign 
graduate physicians are welcome and any recom- 
mendations as to selection of foreign graduates are 
not made with the aim of depriving them of the 
opportunity to practice here. Physicians who have 
had inadequate medical training should not be per- 
mitted to practice anywhere and these physicians 
should not be exploited and used as cheap labor by 
hospitals in this country. Medical standards and 
proficiency are at a high level in the United States 
and this is the result of years of effort and vigilance 
by many organizations and physicians. It is the 
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obligation of all of us to see that the American 
people receive the finest medical care in the world 
and also to safeguard the rights of practicing phy- 
sicians. 

It is an impossible task to evaluate all the medical 
schools in the world and to keep these records up 
to date. In our own country this is done. Fre- 
quently a few graduates from non-accredited for- 
eign schools are highly competent, just as some 
graduates from the accredited foreign schools are 
incompetent. 

There are some who believe that a general exam- 
ination, such as is given by the National Board of 
Medical Examiners, could be given to foreign grad- 
uates before they are permitted to begin any hos- 
pital training or apply for a license to practice in 
this country. This could apply to graduates of 
schools not listed on the foreign school accredited 
list as well. 

It is the obligation of all medical licensing boards 
to constantly help in elevating and improving the 
standards of medical care. The medical practice 
acts must contain adequate provisions to safeguard 
the public and other physicians from having incom- 
petent physicians thrust into their midst. 

Since each state board has certain requirements 
regarding foreign graduates these rights could and 
should be independent of any action taken by any 
other agency giving a screening examination. The 
screening examination, if requested by a state 
licensing board, would be solely for the purpose of 
eliminating the incompetent and would be the type 
of examination one would expect 95 per cent or 
more of American medical graduates to pass upon 
completion of four years of medical school. 

If all state licensing boards could agree upon 
this type of screening examination then there would 
be some uniformity as to method of selection. The 
foreign applicant who successfully passed the 
screening examination would still have to comply 
with all the requirements of the licensing board of 
the state in which he wished to practice. Until this 
is done there is no reason why each state licensing 
board could not require the foreign applicants to 
take the written examination which is required of 
graduates of medical schools in this country and use 
this as a method for selection or rejection. 

The Council on Medical Education and Hospitals 
of the American Medical Association, the Associa- 
tion of American Medical Colleges, the State Med- 


ical Associations and the various hospital associa- 
tions should immediately get together and study the 
problem of the foreign-trained physicians with re- 
gard to hospital training. Incompetents should not 
be employed as interns or residents. The hospitals 
have a great obligation to the American public and 
to practicing physicians as well in helping maintain 
high medical standards. 
U. C. L. A. School of Medicine, Los Angeles 24. 
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The Place of Allergy in Medicine 


SoME FOUR or five years ago when the use of corti- 
sone and corticotropin (ACTH) was new and they 
appeared exceedingly promising in solving the 
problem of the very sick and difficult to treat patients 
with allergic disease, a few allergists began to won- 
der what was going to happen to their practices, and 
indeed to the entire specialty of allergy. If a few 
tablets a day would relieve all of the symptoms of 
asthma, hay fever, eczema and urticaria, then why 
the allergist, the skin tests and the desensitization 
therapy? This was the second crisis in some five 
years, the first having been the popularization of 
the antihistamine drugs. 

At about that time a well-known allergist noted 
that since the advent of the antihistamines his prac- 
tice had fallen off considerably. Whereas in former 
years, he said, he usually had 100 to 150 new pa- 
tients each ragweed season, after the popularization 
of the antihistamines he had as few as 25. In dis- 
cussing his observations with other allergists at 
meetings and conventions he gained the impression 
that his experience was more or less universal. Now, 
he wondered, with the great advance publicity her- 
alding the miracle producing powers of ACTH and 
cortisone what was going to happen to the rest of his 
practice, and indeed to the entire specialty of allergy. 
In a letter sent to a representative group of physi- 
cians practicing allergy he stated his observations 
and solicited their feelings about the matter. Par- 
ticularly, he wanted to know what advice one was 
to give the younger men in the field and whether in 
the light of these new advances one could recom- 
mend the specialty of allergy to young physicians 
in training. 

The response to his letter or questionnaire was 
exceedingly interesting. Without exception, all of the 
physicians replying displayed extreme unselfishness 
in hoping that the new miracle drugs would in fact 
solve the entire problem of the very sick persons 
with allergic disease. Most of them admitted a de- 
cline in their practices; a few seemed to feel that 
the new medicines would eradicate entirely the need 
for the allergist as a specialist. On the whole, the 
response to his letter was gloomy. Some of those 
who replied said that they were doing more general 
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¢ Much of the management of uncomplicated 
allergic disease has fallen within the province 
of the general practitioner and the specialist 
who does not limit his practice to allergy. This 
is the result of the simplification of standard 
techniques, the availability of excellent post- 
graduate instruction and the increasing quality 
of commercially prepared desensitizing ex- 
tracts and other material. The newer drugs, par- 
ticularly the antihistamines and the cortico- 
steroids, have made the symptomatic care of 
patients with severe diseases of allergic origin 
less complicated. 

As a result, the physician who limits his 
practice to allergy has become more of a spe- 
cialist, in that he is called upon only to deal 
with the more difficult cases. Since the prac- 
tice of allergy involves many parts of the body 
and often overlaps other recognized special- 
ties, it cannot fall into the classification of 
any one already recognized medical specialty. 
It is desirable, therefore, that an American 
Board of Allergy be established to set up cri- 
teria for practice and fo examine and quality 
applicants. 


medical practice along with their specialty. Several 
strongly advised against allergy as a specialty for 
the younger men. Others used the questionnaire as 
a jumping off point and expressed their views about 
indiscriminate teaching of allergy to general prac- 
titioners, about lax rules of admittance to the na- 
tional allergy societies, and about the encouragement 
given to pharmaceutical houses’ practicing allergy. 

One interesting sidelight was the admission that 
the late Warren Vaughan, as far back as 1932, had 
confidently expected the imminent discovery of some 
magic drug which would restore allergic balance and 
thus do away with the need for specialists in allergy. 
That was the reason, according to one of his former 
students, Dr. Vaughan had never limited his prac- 
tice to allergy. In this connection, too, one of the 
pioneer allergists, an author of a currently popular 
textbook, stated in response to the letter that he, too, 
is convinced there is some underlying mechanism 
for allergic persons which, once found, would pro- 
vide a means of treatment much as is available for 
diabetic persons and end the necessity for extensive 


27 





skin testing and trying to find out to what a patient 
is definitely and specifically sensitive. He implied, 
however, that neither the antihistamines nor the new 
hormones were the answer. 

At present, after some four or five years of ACTH 
and cortisone and some nine years of the antihista- 
mines, it is obvious that the practice of allergy was 
never endangered. In fact, if anything, these new 
medicines have improved the specialty and made us 
better physicians. Certainly, the ability of allergists 
to manage severe allergic disease has been enhanced 
by the addition of these new drugs to the pharma- 
copeia. Some of us wonder at times what we used to 
do for the patient who had severe urticaria before 
the days of the antihistamines. Also, how much 
more difficult it was to deal with intractable asthma 


before the days of the corticosteroids and the corti- 


cotropins. 

It must be admitted, however, that there has been 
a subtle change in the practice of the specialty of 
allergy during the past several years. Although this 
change may be coincidental with the appearance of 
the new drugs, it is certainly not a result. Nor can 
the change be attributed to any one factor such as 
the increasing number of short courses in allergy 
available to general practitioners, or the relaxation 
of standards for admission to national allergy soci- 
eties, as has been suggested. Rather, the change has 
been merely a part of the general advance in the 
entire field of medicine. Allergy, along with ad- 
vances in the other specialties, has become more than 
a mere technique, a mere methodology. It has in- 
deed become a specialty—as much so as dermatology 
or obstetrics or surgery. Allergy has come of age. 
In the early days of allergy, the pioneers in the 
field were primarily “laboratory men.” The early 
allergists were for the most part pathologists, bac- 
teriologists and immunologists who were attracted 
to the field because of the underlying immunological 
mechanisms. Since little was known about the aller- 
genicity of the pollens in the vicinity, these pioneers 
had to become amateur botanists or associate them- 
selves with local professional botanists in order to 
survey the surrounding area with regard to aller- 
genic pollens. There are references in the literature 
to pollen surveys conducted by Piness and Miller 
in Southern California in 1926 and by Albert Rowe 
in 1927 on the eastern shore of San Francisco Bay. 
In addition, the office of a pioneer allergist had to 
include the services of a good protein chemist be- 
cause the techniques of extraction, preparation, 
standardization and storage of allergenic extracts 
were still in the process of perfection. Even problems 
that now appear elementary, such as sterilization of 
syringes and needles and proper washing of vials, 
had to be worked out in the offices of these early 
allergists. The office of the early allergist was by 
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necessity a botanical and chemical laboratory as 
well as a miniature pharmaceutical manufacturing 
plant. The techniques usually attributed to the prac- 
tice of medicine, such as diagnosis and treatment, 
were merely a part of the function of such an office. 

Very few physicians could afford the equipment 
and personnel needed to make an office serve the 
function of a botanical laboratory, a chemistry lab- 
oratory and a pharmaceutical manufacturing plant, 
and it was necessary therefore to refer patients with 
allergic disease to those who could. A patient with 
simple seasonal hay fever could not get adequate 
medical treatment in the early days unless he went 
to a specialist in allergy. 

As with all new specialties, great advances, par- 
ticularly in the technical aspects, were made rapidly. 
Several of the pioneer allergists, who had become 
good botanists and chemists went into the botany 
and chemistry business. One of the largest of the 
firms now selling allergenic material to physicians 
is one which originated in the office of a physician. 
Pharmaceutical houses, seeing a new market, en- 
tered the business of supplying allergenic extracts 
and materials to physicians who could not afford to 
hire technical help to prepare them or preferred 
not to. Using the great know-how of the commercial 
pharmaceutical laboratories, these firms made great 
strides in advancing the techniques of preparing 
potent extracts. Probably the most active and best 
informed botanists specializing in allergenic pollens 
are in the employ of such commercial firms. 

All this brought the practice of allergy closer to 
the average physician. No longer did a well trained 
and interested man require an unusually large in- 
vestment in manufacturing supplies and the services 
of a botanist and chemist in order to apply his 
knowledge to the diagnosis and treatment of allergic 
disease. He could purchase his material and confine 
his medical efforts to diagnosis and treatment just 
as every other physician in any other specialty did. 
This brought into the field additional physicians, 
interested in allergy, trained in botany, immunol- 
ogy and general medicine as well as in the numerous 
ramifications of allergic disease. 

To be sure, this easy availability of allergenic 
extracts and other material encouraged physicians 
who did not have the necessary special training to 
practice a brand of medicine which was far from 
ideal. In order to promote the sale of extracts, some 
pharmaceutical houses went into what might be 
called a mail order allergy business. Physicians 
might be ‘supplied with a kit of testing antigens. 
They then could forward the results of the tests to 
the pharmaceutical company, which would then pre- 
pare an extract based on the results of the tests and 
send it to the physician with dosage instructions. 
The disadvantages and dangers are obvious. Yet, 
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‘his form of therapy must have been at least success- 
‘ul enough in a large group of uncomplicated cases 
if allergic disease to create a lucrative business for 
he supplying company and to reduce to some ex- 
ent the number of cases of simple seasonal pollin- 
sis previously seen exclusively in an allergist’s 


»flice. 


Thus there are at present two main types of al- 
iergy practice. The first is that of the physician 
who limits his practice to allergy. Some of these 
make their own extracts; others purchase concen- 
trates from commercial sources and make their own 
mixtures and dilutions. By far the largest type of 
allergy practice is that done in the office of a general 
practitioner, a pediatrician or an ear, nose and 
throat specialist. This is, in general, the practice of 
the part-time allergists, who may have taken a short 
course somewhere, or may have attended several 
meetings of one of the national allergy societies. 
They get much of their information from the bro- 
chures of the mail order pharmaceutical houses, 
they let these firms decide what extracts to use for 
treatment and follow a dosage schedule standardized 
and limited by fear of malpractice suits and the 
rigid safeguards set up by the national Pure Foods 
and Drugs Administration. 


Actually, the simplification of the techniques of 
skin testing and treatment and the easy availability 
of needed materials has made more of a specialty 
of allergy. Trained specialists in allergic diseases 
no longer deal with a patient with hay fever or 
asthma merely because the referring physician can- 
not afford a chemist to make extracts but rather be- 
cause the patient is very sick and the problem diffi- 
cult to solve. The allergist is called upon because the 
referring physician really needs help. The specialist 
no longer deals with merely the average case of 
allergic disease. To him come the special cases. He 
is, in fact, a specialist. 

And that is as it should be. There are not enough 
allergists in this country—probably can never be— 
to care for all the persons with allergic disease. No 
matter how unsatisfactory the so-called mail order 
practice is, it must be admitted that there are a 
great many persons with uncomplicated cases of 
allergic disease caused by inhalants, many of them 
seasonal, who are greatly benefited by treatment 
with common local pollens, avoidance of animal hair 
and hyposensitization with house dust. In general, 
despite the obvious shortcomings, this kind of treat- 
ment, which is available to a much larger segment 
of population than ever before, is better than the 
absolute lack of management of allergic disease 
previously encountered. 


Where do we who limit our practice to allergy 
stand at present? Where does the practice of allergy 
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stand? True, we no longer see as many of the simple 
cases of hay fever which respond readily to immu- 
nization therapy. Part-time allergists are seeing 
more and more of these. Some of the asthmatic pa- 
tients who used to be sent to allergists because of 
the difficulty in managing them symptomatically, do 
not reach us because of the success of the steroids. 
What is left for the allergist? Actually, the allergist 
now is more of a specialist than he ever was before. 
He is no longer a “laboratory man,” but rather a 
physician who consults with other physicians on 
difficult cases. Instead of the corticoids decreasing 
the utility of the allergist they have in effect in- 
creased his usefulness, for often now he is called 
upon to advise on the proper use of these new com- 
pounds. 


The allergist of today is a specialist in the treat- 
ment of diseases based on the mechanism of hyper- 
sensitivity. This group of diseases is increasing 
almost daily. We are not merely internists who treat 
hay fever and asthma, nor are we just pediatricians 
who treat these diseases. Our field embraces practic- 
ally every organ of the body and we must recognize 
allergic disease of the eye as well as of the skin and 
of the lungs. Since hypersensitivity diseases are fre- 
quently affected by nonspecific factors such as infec- 
tions, emotions and glandular misfunctions, we must 
be experts in infectious disease; we must be con- 
versant with psychiatry; we must be good practical 
endocrinologists. We are internists and pediatri- 
cians; we are otolaryngologists and dermatologists 
and immunologists. Our province includes occupa- 
tional disease problems and medicolegal aspects of 
such diverse fields as air pollution and skin sensiti- 
zation phenomena. 


The place of allergy in the broad field of medicine, 
then, is that of an independent specialty requiring 
specific training and experience in somewhat un- 
related fields. Obviously, the practice of allergy has 
reached a stage where an independent board of its 
own is indicated. An “American Board of Allergy” 
would encourage younger men to enter the specialty, 
for it would bring about proper recognition of the 
greatly increasing and interesting field. An “Amer- 
ican Board of Allergy” would set up standards of 
training and experience; it would examine and qual- 
ify specialists in the practice of allergy. Part-time 
allergists would continue to deal with the patients 
with symptoms of seasonal inhalant allergic disease. 
The specialist, a diplomate of the “American Board 
of Allergy,” would rightfully take his place in the 
framework of medical specialists as the physician 
most qualified to care for the patient who for some 
reason, perhaps hereditary, is subject to a variety 
of illnesses affecting any organ of the body and 
based on the phenomenon of hypersensitivity. 
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Accidental Injuries to Women 


Obstetrical and Gynecological Problems Associated 
With Damage Claims 


THE GENERALIZED EMPLOYMENT of women in all 
phases of industry in recent years has imposed new 
problems in thé field of gynecology and obstetrics. 
The U. S. Department of Labor reported 19,726,000 
American women employed at present — 56,000 
more than in the “peak” year of 1945. Their em- 
ployment exposes them to multiple situations of 
accidental trauma both on and off the job and acci- 
dents occurring in such circumstances usually in- 
volve insurance claims directly or indirectly. 


Since the liberalization of industrial insurance 
coverage in the past 25 years, and the nearly 
universal insurance coverage by the general public, 
almost all accidents are followed by a claim on 
public liability, workmen’s compensation, unem- 
ployment or health insurance. 


Often the injury done in accidents is so borderline 
in nature that the insurance companies are reticent 
to acknowledge their liability until universal under- 
standing and acceptance has clearly outlined their 
logical obligation. 


Herein are outlined some of the conditions which 
‘confront obstetricians and gynecologists following 
accidental injury. Also discussed are conclusions 
and obligations these conditions imply. It is hoped, 
by this presentation, to crystallize thoughts and pre- 
pare the groundwork for a broad understanding. 

Any injury to a pregnant woman immediately 
raises a liability problem to both the expectant 
mother and the child. In general, there are five 
phases of this problem: Abortion, premature labor, 
abnormal labor, cesarean section and toxemia. 


Frequently a claimant ascribes abortion to any 
injury that may have occurred regardless of the 
type or severity of the injury. Actually, it is rarely 
caused by an injury and several articles have been 
written concerning the improbability of trauma as 
the principal cause of abortion. Diddle* cited a case 
in which a 19-year-old girl was beaten, choked and 
thrown from an automobile. She had severe injuries 
including multiple fractures, even serious cerebral 
hemorrhages. When she died five days later, autopsy 
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* Women who have been injured should be 
examined for possible gynecological injury 
within 24 hours of the accident. 

Injuries to pregnant women do not usually 
cause an obstetrical crisis. When such an event 
does occur, there is positive evidence which 
relates it to the accident if there was such 
relationship. 

Metrorrhagia and menorrhagia are common 
sequelae of physical and psychological injury, 
but they are of temporary nature in cases in 
which there is no demonstrable pathologic 
change upon pelvic examination. 

Uterine prolapse, cystocele and rectocele 
are not caused by a single injury except in ex- 
tremely rare instances. When vaginal vault 
injury has occurred as a result of a single in- 
jury, there is plentiful evidence of severe tissue 
damage. 


was carried out and the placenta was observed to 
be normally attached, the amniotic fluid clear, and 
the uterus to contain a normal male fetus 3.2 centi- 
meters long which showed no maceration. The 
meticulous work of Hertig and Sheldon® on 1,000 
consecutive spontaneous abortions showed embryo- 
logical imperfections in 47 per cent of cases. In 12 
cases of this group there was a prior history of 
trauma and in 11 there were abnormalities in the 
abortus. In one case of the 1,000 cases, abortion 
following an automobile accident was associated 
with a normally developed ova. Berle and Javert? 
reported similar observations. 

The prerequisites for ascribing abortion to a 
specific injury have been outlined by Fisher in 
Rosen’s book on Therapeutic Abortion :? 


1. The course of the pregnancy before the acci- 
dent must have been normal. 


2. Pathological examination of the abortus (fetus 
and membranes) must reveal no evidence of abnor- 
mal development. 


3. The time interval between the alleged injury 
and the onset of bleeding or other signs of inevi- 
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able abortion must have been a matter of minutes, 
r at least a few hours. 

Premature labor also must begin soon after the 
lleged injury, and there must be physical evidence 
f the cause such as retroplacental clot, placental 
eparation, or premature rupture of the membranes. 
n most instances there would be external contusions 
wr bruises if the injury were severe enough to bring 
m labor. Spontaneous premature labor is common 
n women who have surrounded themselves with 
‘he maximum precautions against this accident. 
‘n many instances it has occurred while the patient 
was confined to bed as preventive therapy. How- 
ever, one must be cognizant that premature labor 
sometimes is induced by severe abdominal injury 
or violent jarring. Such cases meet the basic criteria 
outlined above, for the resultant labor follows 
shortly after the accident and is accompanied by 
signs and symptoms such as uterine contractions or 
bleeding, or both. Unless these symptoms subside 
promptly, there follows evidence of effacement and 
dilation of the cervix. Once these processes begin, 
it is unusual for the labor not to progress to the 
expulsion of the fetus. 


ABNORMAL LABOR 


Abnormal labor and its complications include 
placental abruption, placenta previa, abnormal fetal 
presentations and prolapse of the cord. Of these con- 
ditions, placental abruption is the most likely to fol- 
low accidental injury. The symptoms suggesting 
this condition should start immediately after the 
injury and at delivery there should be substantiating 
evidence such as retroplacental hemorrhage or clot. 
Placenta previa, on the other hand, is a predeter- 
mined condition which cannot be altered by trauma 
from any accidental injury. It is the author’s opin- 
ion that the symptoms resulting from placenta previa, 
even though temporally associated with injury, 
should not be considered “aggravation” in the liabil- 
ity interpretation. Painless bleeding, which is indica- 
tive of placenta previa, is a condition which must 
occur at a certain period in pregnancy that is com- 
plicated by placenta previa, irrespective of the coin- 
cidence of accidental injury. 


Intrauterine death of a fetus may be caused by 
external injury but to ascribe it to that cause there 
must be real evidence such as contusions or bruises 
on the fetus or evidence of severe injury to the 
mother. In addition, there must be intrauterine 
evidence of a cause of fetal death. A recent decision 
in the Superior Court of Los Angeles established 
a fair precedent in the denying of a claim of acci- 
dental intrauterine fetal death, due to injury, based 
simply on the argument that “there was no other 
reason for the fetus to die.” Wright® pointed out 
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that four of eight women who had penetrating 
wounds of the uterus while pregnant, delivered nor- 
mally from five days to four and a half months later. 


Abnormal fetal positions cannot be the result of 
external injury. 


Cesarean section is almost never indicated as a 
result of trauma unless the external injury is of such 
an extent that the uterine muscle or placenta is dam- 
aged. Intrauterine or intra-abdominal hemorrhage 
is almost the only indication for cesarean delivery 
after trauma. As was pointed out by Wright,’ the 
purpose of cesarean section is to permit delivery of 
a live baby. When it fails to do so the operation is 
not justified as an entity. It is occasionally neces- 
sary to carry out exploratory laparotomy on a 
gravid patient after injury, but only when intra- 
abdominal hemorrhage is suspected or evident. 


There have been contentions that pelvic fractures 
prevent child bearing because of the resultant de- 
formity. This conclusion is fallacious, for cesarean 
section can compensate for the pelvic disproportion. 

Toxemia of pregnancy is a metabolic toxic con- 
dition and is not caused by external trauma. 

In a nonpregnant woman there are more con- 
flicting problems. Often it is difficult to determine 
whether pain in the back is owing to injury to 
genital organs or to orthopedic and/or urological 
causes. In general, however, if the pelvic organs are 
normal and mobile, they can be absolved as the 
cause of backache. The back pains which follow 
automobile accidents are usually orthopedic in na- 
ture, but can be psychologically transferred to the 
pelvic organs by simple suggestion. Once a patient 
has associated such pains with the pelvic organs, 
it is difficult to convince her that all the problem 
does not stem from, for example, a “tipped uterus.” 
This even though she may have been aware of the 
tipped uterus for many years. 

Retrodisplacement of the uterus can be caused 
by trauma, but as Andrews! pointed out, to ascribe 
the condition to trauma these conditions should be 
met: The symptoms must follow the accident im- 
mediately, vaginal bleeding must be present, there 
must be pelvic pain and pressure and the fundus 
must be in the cul-de-sac. The symptoms must be 
relieved when the uterus is replaced anteriorly, and 
recovery must follow directly thereafter. The injury 
most likely to cause retrodisplacement is a fall on 
the buttocks or an abdominal blow while the patient 
is in the squatting position with a full bladder. 


VAGINAL BLEEDING AFTER INJURY 


Abdominal blows from moving parts of machines 
do cause injury to the female genital organs but such 
injuries are temporary in nature. Vaginal bleeding 
is quite common following injury (physical or psy- 
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chological) and is not related to the severity of the 
trauma. It is very common for a woman to complain 
of having received some form of injury and of hav- 
ing a heavy vaginal flow of blood and mucus im- 
mediately afterward. Upon pelvic examination in 
such circumstances, there may be no considerable 
pathologic change noted. In one instance in which 
dilatation and curettage was done on a_postmeno- 
pausal woman because of vaginal flow following 
such an injury, atrophic endometrium was noted. 
There was no other evidence of trauma within the 
vaginal vault. Bleeding of this type usually clears 
spontaneously, although occasionally some medical 
therapy is necessary. Menometrorrhagia may last 
through two menstrual cycles. If this bleeding per- 
sists beyond 60 days, further diagnostic studies are 
indicated to rule out organic disease. If infectious 
disease or the residual effect of infection is present, 
trauma is eliminated as an etiological factor. 


In a questionnaire answered by 277 gynecologists 
only five cases of hemoperitoneum as a result of 
injury were reported, indicating the rare necessity 
for surgical intervention in cases of abdominal in- 
jury followed by vaginal bleeding. According to the 
replies from this questionnaire, most physicians ob- 
served relief from the injury within two weeks. In 
only one case, reported by Te Linde,® was bleeding 
that lasted more than one month reported. Here 
again it must be concluded that if the abdominal 
blow is severe enough to cause serious injury to 
the internal organs, there must be external evidence 


of this injury on the abdominal wall or about the 
body. 


PSYCHOLOGICAL INFLUENCES ON MENSES 


One must remember that psychological influences 
profoundly affect the menses in diverse manner. Fol- 
lowing minor or moderately severe injuries there 
can be confusion between the physical effects of the 
trauma on the internal genitalia and the psycho- 
logical manifestations of menstrual aberrations. In 
many cases presented to the insurance companies, 
both on industrial accident injury and public lia- 
bility coverage, there are claims for hysterectomy 
done because of bleeding of that kind. Most of these 
claims are based upon very nebulous evidence of 
indication for the operation. Usually the patholo- 
gist’s report at the hospital gives very sketchy evi- 
dence of a pathological change, and a critical review 
of the history, physical and laboratory data does 
not substantiate a conclusion that immediate opera- 
tion—or “emergency” operation—was necessary. 
It is not unusual to have a claim for total hysterec- 
tomy presented in a case in which the pathological 
report indicates the menorrhagia was caused by a 
polyp or fibroid tumor. The surgeon in such cases 
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often, without hesitation, signs a report to the effect 
that the entire problem was initiated by a minor in- 
jury and the operation was necessary to arrest a 
serious hemorrhage—even though the hemoglobin 
content of the blood may have been 14 gm. per 100 
cc. before transfusion. 


UTERINE PROLAPSE, CYSTOCELE AND RECTOCELE 


The problems of uterine prolapse, cystocele and 
rectocele have become a part of the insurance pic- 
ture. To determine what is the thought upon this 
subject the author mailed a questionnaire to 500 
gynecologists who are members of the American 
Board of Obstetrics and Gynecology throughout the 
United States. Of 277 physicians who replied only 
17 felt that vaginal prolapse and cystocele could be 
caused by abdominal or vaginal injuries. It was the 
opinion of several of those who answered that these 
injuries were, by definition, not possible. However, 
the author observed one patient in whom it appeared 
that cystocele and rectocele were caused by a strad- 
dle fall. In the involved tissue there was evidence 
of hemorrhage and contusion typical of recent in- 
jury. It was recommended to the insurance com- 
pany that it accept the responsibility for this claim, 
and the condition was surgically repaired. In most 
instances, however, the cystocele or prolapse is no- 
ticed only some time after the injury and there is 
no evidence at the examination of acute injury. It 
is in such cases that the author concurs with the 
majority of the gynecologists who replied to the 
questionnaire, feeling that uterine prolapse or cysto- 
cele and rectocele are not caused by sudden intra- 
abdominal increase in pressure. Burrows,’ in experi- 
ments on mice, noted evidence pointing to congeni- 
tal weakness as a cause of prolapse. Other literature 
and textbooks concur in the belief that these condi- 
tions arise as a result of congenitally weakened 
structures which give inadequate support as a result 
of a debility of the tissues. It is not logical to assume 
that such a herniation can occur as a result of a 
single insulting traumatic blow unless there is evi- 
dence of real tissue damage to the anterior and 
posterior vaginal vault. 


Along with this same consideration of vaginal 
prolapse, one occasionally reviews a claim wherein 
stress incontinence has developed following some 
abdominal or vaginal injury. Here again the burden 
of proof should be placed upon direct and conclu- 
sive evidence of tissue damage in the area. In a re- 
cent study by Nemir and Middleton® it was found 
that 40 per cent of nulliparous young women in col- 
lege had stress incontinence frequently. 

Abdominal hysterectomy and oophorectomy some- 
times is done in cases in which the patient com- 
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plains of pelvic pain following abdominal injuries 
or vaginal injuries, but in cases of that kind that 
have been reviewed by the author, almost never was 
there pathological indication which would substan- 
tiate claims that the injury necessitated operation. 
The usual claim places great stress upon intra- 
abdominal adhesions and frequently places great 
blame upon adhesions to the abdominal wall which 
lie at the site of a previous operation. A careful and 
impartial review of the operative records and patho- 
logical findings will usually reveal obvious and 
apparent evidence of an old infection or a previously 
inadequately performed operation. It is difficult to 
outline a physiopathological pattern which might 
follow an injury to the abdominal wall that would 
give rise to intra-abdominal adhesions resembling 
those of an old pelvic inflammatory disease. 
2007 Wilshire Boulevard, Los Angeles 57. 
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A Technique for Piercing Ears for Earrings 


THE WEARING OF EARRINGS is an ancient custom 
which has survived through the centuries. The sim- 
ple operation of piercing the ear lobes has caused 
enough complications to draw notice in the medical 
literature. Painful scars or keloids sometimes de- 
velop; the sinus tract created is not always large 
enough; false passages occur in some cases and 
sometimes the operation fails completely. Also, if 
suture material is used, it must be worn about ten 
days and is unsightly. 

The technique described here requires no injec- 
tion of local anesthetic agent, yet is painless. The 
patient leaves the office wearing earrings at once. 


The technique utilizes earrings made up as illus- 
trated (Figure 1). Each earring has a straight 
shaft, slightly larger in diameter than that on an 
ordinary earring. About two-thirds of the shaft is 
smooth; the terminal third is threaded to receive a 
guard. The end of the shaft is ground and sharpened 
to a triangular point as illustrated. The head is con- 
cave to facilitate the thrust of the thumb for inser- 
tion, and the disk edge of the head is ornamen- 
tally milled for easier grasping. Any competent jew- 
eler can make them of gold or silver. 


. The earrings are disassembled and soaked in alco- 
hol. The patient’s ear lobes are cleansed with alcohol. 
After a dot has been placed with an indelible pencil 
at the point at which the lobe is to be punctured, the 
lobe is squeezed between the thumb and the index 
finger for about a minute, which completely anes- 
thetizes it for a moment by exsanguination. Quickly 
a cork or a small cotton pad is placed behind the 
ear lobe and the shaft of the earring is pushed 
through the lobe at the marked site. The sharp shaft 
penetrates easily through the pale ear lobe and usu- 
ally no blood appears (see illustrations). The final 
step is to screw the guard over the threaded end to 
keep the ornament secure and protect the patient 
from the point. The operation is then repeated on 
the other side. 

The patient is instructed to apply a little alcohol 
to the front and back of each ear lobe daily and to 
wear the rings continuously for several weeks. At 
the end of that time she is to return to the office, 
where the special earrings are withdrawn. She may 
then replace them with her own. 

450 No, Bedford Drive, Beverly Hills. 
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Figure 1.—Construction details of earring. 
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Figure 2.—Steps in procedure: Upper left, marking the 
puncture site; upper right, pressure between thumb and 
index finger exsanguinates and anesthetizes puncture site; 
lower left, making the puncture; lower right, temporary 
earring in place with guard screwed over sharp tip. 
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Adenoma of the Pancreas with 
Hyperinsulinism, Associated with 
Low Sugar Content in Spinal Fluid 


BENJAMIN L. CRUE, M.D., 

JAMES M. MARSHALL, M.D., 
ROBERT M. SHELTON, M.D., and 

C. HUNTER SHELDEN, M.D., Pasadena 


THE SYNDROME of organic hypoglycemia has long 
been recognized and is now well established.* Re- 
cently much attention has been given to a possible 
relationship between hyperinsulinism and various 
neurological disorders. This includes not only the 
usual cerebral manifestations® but also the more 
obscure relation to disorders such as multiple sclero- 
sis' and progressive spinal muscular atrophy.” 

The clinical and pathological entity of hyper- 
insulinism due to an adenoma of the islet cells of 
the pancreas has been recognized more frequently in 
recent years. Howard* in 1950 reviewed the litera- 
ture and collected reports of 398 cases. The present 
case is reported in view of the manner in which the 
diagnosis was established. 


REPORT OF A CASE 


The patient, a 33-year-old white woman, was ad- 
mitted to the Huntington Memorial Hospital in 
Pasadena at 3:00 p.m. on June 26, 1953. The pa- 
tient’s husband gave the history. He said that they 
had been married for 19 years. They had been in 
California less than a week. 


The present illness apparently started one year 
previously when the patient collapsed one forenoon 
while at hard physical work in the fields on a farm 
in Tennessee. She was unconscious for two days. A 
diagnosis of “stroke” was made and she was admit- 
ted to the local hospital. She soon returned home 
and remained asymptomatic until a second episode 
four weeks before the present admission. At the 
time of the second episode, while working in the 
sun one morning the patient began to talk irration- 
ally, became very excitable, and then lapsed into 
unconsciousness. She then began to have generalized 
convulsions and was taken to a university hospital 
for study. The husband stated he was told that the 
patient in all probability had either a brain tumor 
or a ruptured blood vessel and that operation had to 
be considered. A pneumoencephalogram made at 
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that time was reported as normal. The husband said 
that the patient did very poorly after the pneumo- 
encephalogram until intravenous feeding was car- 
ried out. Thereafter she made a rapid recovery and 
was discharged home after six days of hospitaliza- 
tion. She remained well upon returning home and a 
week before the present admittance she helped drive 
the family across the country to California. The 
third attack started about 11 a.m. on the day of ad- 
mission when she went to sleep and her family could 
not arouse her. 

At the time of admittance the patient was awake 
and able to answer questions, but her speech was 
slow. She kept repeating she was “sleepy” and “can’t 
remember much.” However, she said that she heard 
a ringing in her right ear, that she saw double and 
that she believed the left side of her mouth drooped. 


The blood pressure was 115/70 mm. of mercury, 
the temperature 96° F., the pulse rate 50 and res- 
pirations 18 per minute. The heart and lungs were 
normal to auscultation. Upon abdominal examina- 
tion a low midline healed surgical scar was noted. 

The pupil of the right eye was slightly larger than 
the left. There was slight left facial weakness. The 
optic discs were well defined. Visual fields and 
acuity were grossly normal. There was no nystag- 
mus and no obvious weakness of the extraocular 
muscles. There was no motor or sensory defect in 
any extremity. Deep tendon reflexes were active and 
equal bilaterally. No pathological reflexes were 
present. 

Lumbar puncture was performed upon admission. 
The initial pressure was 110 mm. of mercury. The 
cerebrospinal fluid was crystal clear. Skull and chest 
x-ray studies and an electroencephalogram were or- 
dered for the following day. 

The patient ate fairly well at supper. Through the 
night the skin was warm and moist, and the blood 
pressure remained about 110/70 mm. of mercury. 
The pulse rate, however, dropped to 48 per minute 
on one occasion. 

The following morning the patient awoke and 
appeared normal to the nurse who observed her. 
There was no note made regarding breakfast. The 
patient was sent to have x-ray films and an electro- 
encephalogram. She gradually became more rest- 
less, grew antagonistic and tried to strike the nurses. 
By 11:30 a.m. the day following admission she was 
vomiting, having constant tremors, did not respond 
well and complained of feeling cold. The pulse rate 
was 56 and the blood pressure 100/65 mm. of mer- 
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cury. At this time the laboratory report on the spinal 
fluid removed the previous day was received. Two 
cells were seen. The Pandy test reaction was “faint 
trace.” The total protein content was 29 mg. per 100 
cc. and the sugar content 26 mg. 

Blood was immediately drawn to determine the 
sugar content and 1,000 cc. of 12.5 per cent glucose 
in water was given intravenously. The patient was 
irrational, was sweating profusely and had tremor 
of the right hand. Positive Babinski response was 
evoked bilaterally. The pulse was strong, bounding 
and slow. 

Within thirty minutes after the glucose solution 
was given the patient was wide awake, alert, ori- 
ented and friendly, but amnesic for the entire period 
of hospitalization. Neurological examination then 
was “negative.” The blood sugar content was re- 
ported as 24 mg. per 100 cc. Subsequent question- 
ing of the patient elicited the following additional 
facts: She could not remember whether or not she 
had had breakfast on the occasion of the first epi- 
sode a year previously and was very vague regard- 
ing the morning of the present admission. She re- 
membered distinctly, however, that at the time of 
the second episode, four weeks before this admis- 
sion, she had had to kill and pluck a goose, which 
she had never done before, and as she was afraid it 
might upset her she had purposely refrained from 
eating breakfast. 

She denied any increase in hunger but believed she 
had gained some weight over the previous year. It 
was also learned that at least two of the three epi- 
sodes had concurred with the onset of menstruation. 

The medical investigation was continued. No 
abnormalities were noted in x-ray studies of the skull 
and the chest. The electroencephalogram had not 
been made on the morning after admission because 
of the belligerence of the patient, but one that was 
made two days later was normal. Urinalysis and 
complete blood count were within normal limits. 
Results of a cephalin-cholesterol flocculation test 
and a bromsulfalein test were within normal limits. 
The gold curve and Kolmer test of the spinal fluid 
were normal. A glucose tolerance curve revealed 
a fasting blood sugar of 60 mg. per 100 cc., which 
rose to 137 mg. in one hour, but which fell to 
43 mg. in four hours. Breakfast was withheld one 
morning to observe the effect of a prolonged fast, 
and at 11:45 a.m. the blood sugar content was re- 
ported as 32 mg. per 100 cc. The test was terminated 
at this time although the patient remained asympto- 
matic. 

It was felt that the patient probably had true or- 
ganic hypoglycemia, probably on the basis of a func- 
tioning adenoma or carcinoma of the islet cells of 
the pancreas. On July 7, 1953, laparotomy was per- 
formed (J.M.M.). A solitary nodule 2 cm. in diam- 
eter was found on the inferior border of the pan- 
creas about 6 cm. from the tip of the tail. It was 
excised. It was soft and encapsulated (Figure 1). 
Upon microscopic examination of sections (Figure 
2) it was observed to be a typical Langerhans’ cell 
neoplasm with connecting cords of cells forming a 
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Figure 1—Fresh gross specimen, sectioned through 
center. (The measure shown is in centimeters.) 


Figure 2.—Microscopic picture of adenoma, 180 
(hematoxylin and eosin stain). 


distinct plexiform pattern. There was no evidence 
of malignancy. 

The patient made uneventful recovery and was 
discharged from the hospital on the eighth post- 
operative day. She reported 14 months later that 
she had remained well and free of all symptoms. 


COMMENT 


This case illustrates once again the need for keep- 
ing in mind the possibility of the hypoglycemic 
reaction in unusual and unexplained acute neuro- 
logical problems. In this instance the fortunate re- 
port of low content of sugar in a spinal fluid speci- 
men obtained some 18 hours before the patient went 
into the typical hyperactive state of “insulin shock” 
is of interest. 

696 East Colorado Street, Pasadena 1 (Shelden). 
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The Budd-Chiari Syndrome Complicating 
A Case of Polycythemia Vera 


ROBERT N. BROWN, M.D., Glendale, 
JOSEPH W. PIDGEON, M.D., and 
HARRY A. JOHNSON, M.D., Long Beach 


THE LITERATURE contains reports of only 123 
cases” 1° of the Budd-Chiari* > syndrome and only 
nine of them were associated with polycythemia 
vera. In only about one case in ten was the diagnosis 
made antemortem. At the Los Angeles County Gen- 
eral Hospital only two cases were observed in 50,000 
autopsies. At White Memorial Hospital not a single 
case has been observed in over 200,000 admissions 
and 3,800 autopsies. The department of pathology 
at Stanford University Hospital’ reported five cases 
in 11,979 autopsies and at the Mayo Clinic® in the 
period 1910 to 1939 there were 20 cases, 16 of which 
were coincidentally discovered at autopsy and ap- 
parently had not produced symptoms. Up to 1948 
Dodd® was able to find only seven cases reported in 
children. Altschule,? in 1939, reported a case of 
Chiari’s syndrome complicating polycythemia vera 
and commented on eight other cases in the literature. 
So far as could be determined, there have been no 
other cases complicating polycythemia vera reported 
to date. 

The disease may be of either acute or chronic 
form. The acute form is rather sudden in onset with 
vague and obscure abdominal pains, frequently 
associated with nausea, vomiting, abdominal guard- 
ing and even shock. Ascites is quite common. Pa- 
tients with the acute form go into a coma and de- 
lirium and die in one to four weeks. Chronic cases 
are more gradual in onset, with indigestion, epi- 
gastric distress and rapidly recurring ascites. The 
liver is enlarged in all cases, acute or chronic, and 
the spleen is usually enlarged. Jaundice is minimal 
when it does occur, and that not very frequently. 
Patients with the chronic form may live for years, 
but apparently it is always fatal and most patients 
die of liver failure. 

The cause of the disease is obscure. All cases re- 
ported have been characterized by acute and chronic 
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thrombosis in the hepatic veins. Three sites’ of ob- 
struction have been noted. In some cases it is in the 
inferior vena cava primarily, and extends into the 
hepatic veins; in others at the osteum of the hepatic 
veins, and in others it is confined to the hepatic veins 
themselves. The same syndrome can be produced 
experimentally in animals by ligating the inferior 
vena cava just above the hepatic veins. The syn- 
drome has been associated not only with polycythe- 
mia vera but also with sickle cell anemia, pregnancy, 
leukemia and primary and metastatic tumors in the 
upper abdominal region.‘ 


REPORT OF A CASE 


A 37-year-old white woman was admitted to 
St. Mary’s Hospital, Long Beach, California, 
May 12, 1954, and died May 15, 1954. The com- 
plaint on admission was progressive swelling of 
the abdomen for one month, associated with 
flatulence, pyrosis, anorexia, lassitude and fatigue. 
She denied any consumption of alcohol in the past 
and no nausea or vomiting had been noted. She 
volunteered that she had noted increased flushing 
of the face during the past year. Inquiry elicited 
no symptoms indicative of systemic abnormalities 
except as applied to the endocrine system. Cata- 
menia occurred at the age of 13. Periods occurred 
every 28 days and lasted about three days. The 
patient said that she had always had “some trouble” 
at the time of menstruation and for a number of 
years had received hormone injections. There had 
been no missed menstrual periods or irregularity 
for the past few years. The patient had been preg- 
nant three times and had borne three children. 
She had noticed growth of coarse hairs on her 
chin for several years. 

The patient was fairly well developed and well 
nourished. She appeared to be the age stated. The 
temperature was 98.6 F., the pulse rate 80 and 
respirations 20 per minute. The blood pressure 
was 118/76 mm. of mercury. There was some 
stubble of hair growth on the chin. The abdomen 
was distended and there was a definite fluid wave 
and shifting area of dulness to percussion. No 
definite masses could be felt through the ascites. 
There was some evidence of dilated veins over the 
lower abdomen. 

Paracentesis was carried out the evening the 
patient was admitted and 2000 cc. of amber fluid 
was withdrawn and sent to the laboratory for study. 
After the fluid was removed a mass was felt in the 
abdomen four or five fingerbreadths below the 
costal margin. It was only slightly tender and 
descended with respirations, and it was thought 
to be the liver or a tumor in the upper abdomen. 
No abnormalities were observed in a pelvic ex- 
amination after paracentesis. 

An x-ray film of the chest on admission was 
essentially normal. In a plain film some haziness 
of the lower abdomen, suggesting ascites, was 
noted, but no other abnormality could be demon- 
strated. An excretory pyelogram and roentgen 
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studies’ of the upper gastrointestinal tract were 
reported normal. 

The hemoglobin content was 20.7 gm. per 100 cc. 
of blood, the color index was 0.99 and erythrocytes 
numbered 7 million per cu. mm. Leukocytes num- 
bered 16,000 per cu. mm.— 83 per cent neu- 
trophils (17 per cent stabs and 66 per cent seg- 
mented), 14 per cent lymphocytes and 3 per cent 
monocytes. The urine was yellow and cloudy with 
specific gravity of 1.028, pH of 5.0, albumin content 
3 plus. Reaction for sugar was negative. There 
were 5 to 6 leukocytes and 4 to 6 erythrocytes per 
high-power field. The content of epithelial cells 
was moderate and of bacteria 1 plus. Bromsulfalein 
retention was 72 per cent after 45 minutes. Thymol 
turbidity was 1.3 Maclagan units. Total serum pro- 
tein was 6.8 gm. per 100 cc.—4.7 gm. of albumin 
and 2.1 gm. of globulin. 

The pathologist reported as follows on the ascitic 
fluid removed: “Button revealed no evidence of 
tumor cells, but a Papanicolaou smear revealed clus- 
ters of abnormal cells believed to be tumor cells 
in the abdominal fluid.” Intra-abdominal malignant 
disease was suspected and exploratory laparotomy 
was carried out through a left paramedian incision. 
About three liters of fluid of the same kind previ- 
ously withdrawn by paracentesis was removed. The 
liver was enlarged and the edge was about four 
fingerbreadths below the costal margin. The left 
lobe was sharp edged, as was part of the right lobe, 
but the liver was dark and very firm and rubbery. 
The liver could be compressed between the thumb 
and forefinger like a piece of firm rubber, and 
when released it would spring back into its normal 
shape. The spleen was also slightly enlarged, and 
what seemed to be two small stones could be felt 
in the gallbladder. The pelvis was essentially normal 
except for a small cyst on one ovary, which was 
incised. No definite evidence of malignant disease 
could be found anywhere in the abdominal cavity. 
The pathologist was called in to visualize the 
abdominal findings. After a biopsy specimen of 
the liver was taken the abdomen was closed. The 
postoperative diagnosis was hepatomegaly and 
splenomegaly with portal hypertension, secondary 
ascites of cause not determined, and chronic chole- 
cystitis with cholelithiasis. During the exploration 
the possibility of Chiari’s syndrome was discussed, 
but none of the physicians present had ever seen 
a case and none was very familiar with the condi- 
tions associated with the disease. 

Postoperatively the patient did very well for about 
ten hours, but the next morning the nurses found 
that the blood pressure was low. Respirations be- 
came irregular and the pulse barely palpable. 
Although fluids, blood and oxygen were admin- 
istered the state of shock continued and the patient 
died about 15 hours after operation. 

The principal findings at autopsy were enlarged 
liver (2,100 gm.) and an enlarged spleen (550 gm.). 
The lower border of the right lobe of the liver was 
of considerably less than normal sharpness, but 
the left lobe had a fairly sharp margin. The liver 
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extended 5 cm. below the right costal margin. The 
capsule was thin and purple-red. In sections through 
the liver old, grey-white firm thrombi were observed, 
completely plugging the lumens of two of the major 
tributaries to the hepatic vein. In the mid-portion 
of the right lobe, 5 cm. inferior to the point where 
the hepatic vein left the liver, was a vein containing 
a recent thrombus surrounded by an irregular area 
about 4 cm. in diameter of opaque, yellow-tan 
necrosis of the hepatic parenchyma. Elsewhere the 
parenchyma was cyanotic and offered increased 
resistance to crushing. Multiple sections through 
the parenchyma revealed thrombi in numerous small 
tributaries of the hepatic vein, most of which ap- 
peared to be the seat of advanced organization. 
There was no sign of malignant change anywhere 
and no enlarged nodes. 

Microscopic slides from the liver showed partial 
or complete plugging of the lumens of the major 
tributaries of the hepatic veins. The plugs con- 
sisted of loose connective tissue from organizing 
thrombi. This also involved some of the minor 
hepatic vein tributaries. There was minimal vascu- 
larization and much of the tissue was quite myxo- 
matous in nature. Fairly numerous hemosiderin- 
filled macrophages were present, as well as a few 
lymphocytes. The fibroblasts were small. In one 
of the major tributaries the central portion showed 
a more recent thrombus in which the red blood 
cells showed only mild degenerative change, includ- 
ing some hyalinization. The muscular coats of the 
veins were free from inflammatory cells, but showed 
mild separation of the muscle bundles by loose 
fibrous tissue. The surrounding hepatic parenchyma 
showed profound engorgement .about the central 
veins, with actual necrosis of all but the peripheral 
cells within the lobules. The central zones were 
markedly hemorrhagic and there were numerous 
von Kupffer cells filled with hemosiderin pigment. 
In other sections of the liver, necrosis of complete 
coagulative type was noted, with only ghost outlines 
of the normal hepatic tissue remaining. In some 
areas there was pronounced leukocytic infiltration 
and hemorrhage. The over-all lobular pattern was 
intact and there was no periportal fibrosis. The 
viable liver cells were poor in glycogen content. 

In a microscopic section of the spleen diffuse 
engorgement of the pulp with blood was noted. 
The cords of Bilroth were quite prominent and 
appeared to be somewhat fibrotic. 

The anatomical diagnosis was Chiari’s syndrome 
secondary to or associated with polycythemia vera; 
focal hepatic necrosis; hepatomegaly; splenome- 
galy; marked acute, passive congestion of liver; 
ascites; and other lesser insignificant findings. 


DISCUSSION 


Records of a laboratory examination of the 
blood of this patient that was done in 1948 were 
obtained. At that time the hemoglobin content was 
15.2 gm. per 100 cc. and erythrocytes numbered 
4,290,000 and leukocytes 9,400 per cu. mm. In 
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August, 1951, erythrocytes numbered 5,580,000, 
hemoglobin content was 15.8 gm., and leukocytes 
numbered 7,850. 


The patient was not dehydrated clinically on 
admission, and it is believed the results of blood 
examination at that time warranted a diagnosis of 
polycythemia vera. 

While symptoms in this patient were of short 
duration—a month or less—the features noted in 
microscopic examination of specimens of the liver 
suggest that the pathologic changes had begun a 
good deal earlier. Therefore the case probably 
should be classified as chronic. 


In retrospect it seems that operation would not 
have been done, even though a tumor was suspected, 
had the report of bromsulfalein dye retention been 
available before operation. This report was not 
made available, however, until after the autopsy had 


been done. It is commonly accepted that a patient ° 


with liver damage of so great extent does not 
tolerate anesthesia or exploration. 


In a later report the pathologist, commenting on 
the so-called “tumor cells” seen in the Papanicolaou 
specimen, said: “These masses of cells present in 
the fibrin apparently are of serosal origin and are 
undoubtedly the cells seen in the Papanicolaou 
smear.” 


SUMMARY 


There have been only 123 cases of Budd-Chiari’s 
syndrome reported in the literature. Only nine of 
them were associated with polycythemia vera. The 
case herein is the tenth. 

720 N. Brand Boulevard, Glendale 3. 
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Diverticulum of the Urinary Bladder 
in a Woman 


H. VERRILL FINDLAY, M.D., and 
P. PAUL RIPARETTI, M.D., Santa Barbara 


A LARGE DIVERTICULUM of the urinary bladder of a 
woman is relatively rare. Various observers have 
reported from 3 to 7 per cent of diverticula as occur- 
ring in females,’ but in many of the cases the diver- 
ticula were small and asympomatic and were ob- 
served only incidentally in routine urological study. 
Successful treatment of a large diverticulum of the 
urinary bladder, whether in a man or a woman, 
entails resection of the lesion and then elimination 
of the cause, usually obstruction of the neck of the 
bladder.? In women the cause of obstruction is, in 
most cases, contraction of the neck of the bladder 
but usually what brought about the contraction can- 
not be determined. 


REPORT OF A CASE 


The patient, a woman 46 years of age, was re- 
ferred for urological care by a physician who had 
observed chronic retention of 750 cc. of urine. 

As a girl and a young woman the patient had 
noticed that the urinary stream when she voided was 
smaller than that of her companions and it took 
longer for her to empty her bladder. There had never 
been acute urinary retention or episodes of acute 
urinary infection in her youth. The patient had had 
two children, 14 and 18 years previously, without 
urinary complications during pregnancy or delivery. 
Her general health had been excellent except for a 
period of eight months spent in a tuberculosis sani- 
tarium when she was 18 years of age. 

In an automobile collision 14 months before the 
present illness, the patient had received a com- 
pound fracture of the lower left leg and the right 
forearm and a very severe cerebral concussion and 
skull fracture. When she regained consciousness 
after 13 days of coma, her first discomfort was that 
from a full bladder. She apparently had had over- 
flow incontinence while she was unconscious and a 
Foley catheter was inserted. On removal of the 
Foley catheter, after several weeks, she had a feeling 
that she never completely emptied her bladder. She 
said nothing of it at the time, however, lest her dis- 
charge from the hospital be delayed. About two 
months before the patient was observed by the au- 
thor, she had sacral and low pelvic aching which at 
first she attributed to the recent injuries. However, 
when she began to strain to void and noticed a pal- 
pable suprapubic mass, she consulted a physician 
who noted what he thought to be a large ovarian 
cyst. She was referred to a gynecologist who reduced 
the suprapubic mass by removing 750 cc. of clear 
residual urine by catheter and referred the patient 
for urological care. 

Upon examination a large soft, fluctuant, non- 
tender suprapubic mass slightly to the right of the 
midline and extending nearly to the umbilicus was 
palpated. A No. 18 catheter was inserted into the 
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urethra, 750 cc. of clear residual urine was released, 
and the mass disappeared. A No. 22 (French) sound 
was then passed with difficulty owing to stenosis of 
the urethra. Upon analysis of a specimen of the 
urine withdrawn, no abnormality was noted. A cysto- 
metrogram was made at this time and there was no 
abnormality until the bladder was filled to 1,100 cc. 
of fluid; at that stage the patient complained of pain 
and the column of water in the manometer rose from 
20 cm. to 80 cm. Upon cystoscopic examination a 
mild degree of coarse trabeculation of the area just 
posterior to the bladder trigone was observed. The 
ureteral orifices and bladder neck appeared normal. 
On the right side, just lateral to the right ureteral 
orifice, there was a large opening of a diverticulum. 
A cystogram was made, with 1,000 cc. of a 4 per cent 
sodium iodide solution used as a contrast medium, 
and a diverticulum some 15 cm. in diameter arising 
from the right base of the bladder was observed. 

The patient was admitted to hospital for diver- 
ticulectomy. A midline suprapubic incision was 
made after the bladder had been distended with 
about 800 cc. of sterile saline solution. The dome of 
the bladder and the large diverticulum on the right 
side were easily visualized and the diverticulum was 
freed by blunt dissection down to the point of attach- 
ment to the bladder. At this stage the diverticulum 
was punctured and aspirated. A finger was put into 
the sac, which then was easily dissected down to its 
neck. A catheter which had been previously placed 
identified the right ureter, permitting safe dissection 
to free it from the adherent sac of diverticulum. The 
diverticulum was then excised from the bladder and 
the opening in the bladder wall was closed with a 
continuous triple O chromic suture through the 
mucous membrane. The muscularis of the bladder 
was then brought over the defect with interrupted 
O chromic sutures. A drain was placed to the right 
base of the bladder and brought out through the 
abdominal wall. The patient left the operating room 
in good condition with a No. 20 Foley catheter in 
place. 

The pathologist reported that the empty diverticu- 
lum sac weighed 32 grams. , 

The patient did very well and left the hospital ten 
days after operation, without the Foley catheter and 
voiding well. She had retention of about 2 ounces 
of urine and there were many pus cells in a specimen. 
Gantrisin® to be taken by mouth was prescribed for 
control of a mild bladder infection, and the patient 
was examined weekly in the office. 

On July 30 the residual urine was 9 ounces and 
cystographic and cystoscopic examinations were 
done in the office. It was observed that the area 
where the diverticulum had been excised from the 
bladder was still sloughing but was healing satis- 
factorily. The cystogram showed that the diverticu- 
lum had been satisfactorily removed. A cystometro- 
gram showed discomfort and a precipitous rise in the 
manometer when the bladder was filled with 700 cc. 
of solution. During this period urethral dilatations 
were carried out with No. 30 (French) sounds, 
which were passed with some difficulty. 
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Figure 1.—Cystogram showing trabeculated margin of 
bladder and smooth contour of the huge diverticulum. 


Because it was feared that there might be some 
previously overlooked neurological lesion causing in- 
creasing retention of urine, the patient was readmit- 
ted to the hospital on August 13. A neurosurgical 
consultant studied the patient carefully, made a mye- 
logram and reported that he found nothing to sug- 
gest any lesion of the cord or other neurological 
lesion that might account for the symptoms refer- 
rable to the bladder. 

On September 11, a cystoscopic examination and 
right pyelogram were done because the patient had 
had pain in the right kidney area, which she was 
certain was due to the “dilated right kidney.” It was 
concluded that there was mild contracture of the 
neck of the bladder. No abnormality was noted in 
the pyelogram. 

The patient was admitted to hospital again Sep- 
tember 15 for transurethral resection of the neck of 
the bladder. A small layer of tissue completely 
around the bladder neck was removed with a Mc- 
Carthy resectoscope. The patient left the hospital 
five days later without a catheter and voiding com- 
fortably. 

The pathologist reported hypertrophy of the fibro- 
muscular tissue of the bladder neck. The specimen 
weighed 8 grams. 

The patient was observed rather frequently in the 
office and was given 1 gm. of Gantrisin daily. 
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Seven months after the operation, cystoscopic 
examination was again done and the bladder neck 
\uoked quite smooth and there was no resistance to 
tie passage of a No..28 sound. The previously noted 
trabeculation on the area posterior to the trigone 
was still present. Retrograde pyelograms were nor- 
i.al. There was a tiny flat scar in the area where the 
civerticulum had been removed. A_ cystogram 
showed a slight flattening of the right side of the 
| ladder. There was no roentgenographic evidence of 
retention of urine after voiding. 


COMMENT 


How the diverticulum came about in the present 
case is uncertain. The history would seem to indi- 
cate that the patient had had contraction of the neck 
of the bladder since childhood. However, another 
etiologic possibility is posed by the fact that only a 
little more than a year before the diverticulum was 


Carcinoid Tumor of the Rectum 


LEWIS GRODSKY, M.D., San Francisco 


CARCINOID TUMORS of the rectum are uncommon, 
slow-growing but malignant submucosal lesions, 
having full potentialities for tissue invasion and 
widespread metastasis. In approximately 15 per cent 
of the total number of cases of rectal carcinoid 
tumor reported to date these lethal tendencies have 
been noted.® Raven® stated: “The formation of me- 
tastasis is only a matter of time although the degree 
of malignancy is less than in adenocarcinoma. As 
the tumor enlarges the cells will eventually trans- 
gress their barriers.” The prognosis has proved fa- 
vorable when the lesion was detected and removed 
in the early stage. The need for early clinical recog- 
nition and complete excision of rectal carcinoid 
tumor is therefore emphasized. 

Stout!? in a review of the literature in 1942 
found reports of only six cases, to which he added 
six more. In the past decade reports of rectal car- 
cinoid tumors have increased steadily, owing to 
advanced pathological knowledge and increasing 
medical acuity. At this date, the number of authenti- 
cated cases is approaching two hundred and the 
total is increasing constantly. 

Carcinoid tumors can occur anywhere along the 
gastrointestinal tract where Kultschitzky basigranu- 
lar cells are found. The majority of lesions are 
located in the appendix and ileocecal region. Grimes 
and Bell,? in an excellent review, reported on 20 
treated patients with the intestinal carcinoid lesion, 
which summarized the experience at the University 
of California Hospital for the 21-year period 1927 
through 1947. Eleven had tumors involving the ap- 
pendix; in eight cases the small bowel, mainly the 
terminal ileum, was the site; and in one case the 
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diagnosed the patient had been unconscious for 13 
days following fracture of the skull and for at least 
part of that time had had distention of the bladder. 
The treatment necessitated two operations because 
when cystoscopic examination was first carried out 
it was hard to imagine that the very slight contrac- 
ture of the neck of the bladder could cause sufficient 
obstruction to produce a diverticulum. However, 
when the bladder did not empty readily after the 
diverticulum was removed it became evident that 
the contracture caused more obstruction than had 
been recognized. Transurethral resection of the neck 
of the bladder gave complete relief. 


1515 State Street, Santa Barbara. 
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growth was in the cecum. The author’s own search of 
the University of California Hospital and Proctology 
Clinic files showed carcinoid tumor to be less fre- 
quent in the rectal area than elsewhere in the gastro- 
intestinal tract. In all the records examined, only 
three cases were noted, and in all three the lesion 
was in early stage. 


CLINICAL CONSIDERATIONS 


Early rectal carcinoid tumors like simple adeno- 
mata cause no significant symptoms or diagnostic 
signs. Age, sex and racial distribution are variable 
and insignificant. Discovery is invariably made 
while investigating for an unrelated condition or on 
routine proctologic examination. 

The early rectal carcinoid tumor is usually a sin- 
gle small (0.5 to 1.0 cm.) movable submucous nod- 
ule of a rather firm consistency. The nodule is cov- 
ered by normal mucosa and projects boldly above 
the surface level. Usually it is of yellowish color— 
strikingly yellow on cut surfaces. Occasionally the 
lesions are polypoid in contour and even multi- 
centric in origin. Adenomata can be present simul- 
taneously.” * 11 The differential diagnoses to be 
considered are adenomata and submucosal tumors 
such as eleoma, lymphoma, fibromyoma, leiomyoma 
and sarcomatoma.* 

Later, at variable and delayed periods of time, 
accelerated growth of the carcinoid tumor may in- 
volve both surface and deeper changes. Prolifera- 
tion, infiltration and ulceration with local and wide- 
spread metastasis will produce all the characteristic 
signs and symptoms of an advancing adenocarci- 
noma of the rectum.* ® Infrequently, small silent 
benign-appearing tumors have been indicted as the 
source of widespread metastases.': 1° 

Treatment of rectal carcinoid tumor is dependent 
on the size and advancement of the lesion. An early 
single small (0.5 to 1.0 cm.) movable tumor in a 
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Figure 1.—(Left) Section showing an intact bowel mucosa with carcinoid cells arranged in columns and pseudo- 


alveolar formation in the muscle fibers and connective tissue stroma of 


the submucosa (X80). (Right) Central 


portion of the tumor showing columns of carcinoid cells with hyperchromatic oval nuclei and scant cytoplasm ar- 


ranged in a rosette and pseudoacinar pattern (320). 


favorable location is treated as an adenomatous 
polyp and removed in toto by scalpel or by electro- 
surgical snare with fulguration of the base. Patho- 
‘ logical study of the entire specimen is preferable to 
study of a small preliminary biopsy specimen. The 
prognosis is excellent with early small tumors but 
pneumocolon and periodic follow-up are essential, 
as in adenoma. Multiple carcinoid tumors, those in 
unfavorable locations (above the peritoneal reflec- 
tion), or recurrent lesions will require more radical 
procedures to insure safety. Larger lesions (over 2 
em.) showing clinically malignant signs such as 
infiltration, fixation or ulceration, should be treated 
by radical resection as in adenocarcinoma. The sur- 
vival rate after radical operation has been good even 
in the presence of metastasis, because of the slow 
growth dynamics of carcinoid tumor. 


PATHOLOGY 


Examination of the excised tumor is the sole cri- 
terion by which an absolute diagnosis of rectal car- 
cinoid tumor can be made.‘ Grossly, the early carci- 
noid specimen is firm and is covered by normal 
mucosa. It is hard to cut and is of rubbery consist- 
ency. Cut surfaces are smooth and homogeneous, 
often pale yellow due to the high lipoid content in 
the cytoplasm. Larger lesions are not so typical and 
there are more likely to be gross surface and degen- 
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erative changes similar to those of adenocarcinoma 
of the rectum. 

Microscopically, the tumor consists of circum- 
scribed submucosal nests, lobules, rosettes or col- 
umns of small fairly uniform, benign-appearing 
dark cells surrounded by muscle fibers and hyper- 
plastic connective tissue stroma. Single or mixed pat- 
terns can occur in the same tumor and pseudoalveo- 
lar formations are often present. The individual 
cells have sharply demarcated, oval or rounded, 
hyperchromatic nuclei in a clear scant finely granu- 
lar eosinophilic cytoplasm with an indistinct border. 
Argentaffin granules in the cytoplasm can reduce 
silver salt to brown-black particles, but this is in- 
constant in rectal carcinoid tumors because of a defi- 
ciency of the enteramine enzyme, which is more 
common in carcinoid tumors found elsewhere. Mito- 
ses are usually sparse. The progressive malignant 
potentialities of the tumor cannot be prognosticated 
by the microscopic features as they can in other 
types of malignant lesions. Cells in advanced lesions 
and metastatic nodes may appear identical with those 
seen in early small benign-acting tumors. 


CASE REPORTS 


Case 1. A 38-year-old white housewife was re- 
ferred to the proctology clinic by the medical service 
in 1950, because of a firm asymptomatic rectal nod- 
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Figure 2.—(Left) Section showing circumscribed submucosal carcinoid cell nests, rosettes and ribbon-like column 
closely associated with an intact mucosa (X80). (Right) Carcinoid cells with basophilic oval nuclei appear to arise 


from the base of a crypt of Lieberkuhn (160). 


ule palpated on a routine physical examination. 
Upon proctologic examination a large anal skin tag, 
internal hemorrhoids and the firm palpable movable 
nodule on the right rectal wall about 9 cm. from the 
anus were noted. The nodule was about 0.8 by 1.0 
cm. It projected sharply from the surface level and 
had normal mucosal cover. It seemed firmer than 
the usual adenomatous rectal polyp. Excision was 
done by diathermy snare and the base was fulgu- 
rated. The nodule was hard to cut. Cut surfaces were 
yellowish. The entire specimen was sent to the 
pathologist for study. The diagnosis was carcinoid 
tumor of the rectum (see Figure 1). There was no 
recurrence at the time of last examination, more 
than four years later. 


Case 2. A 46-year-old white male warehouseman 
was referred to the proctology clinic by the medical 
service in 1950, because of recurrent bright red 
rectal bleeding after bowel action for the previous 
year. Large prolapsing internal hemorrhoids and a 
projecting nodule about 0.5 cm. in diameter on the 
right rectal wall at the level of the second rectal 
valve were observed upon examination. The tumor 
was rather firm and was covered by normal mucosa. 
Excision was made by diathermy loop and the base 
was desiccated. The pathological diagnosis was car- 
cinoid tumor of the rectum (see Figure 2). 


Case 3. A 52-year-old white male laborer was 
referred to the proctology clinic by the medical serv- 
ice in 1941, because of rectal bleeding and irregular 
bowel action for three months. The patient was 
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Figure 3.—Section showing carcinoid cells arranged 
in circumscribed sheets, whorls and rosettes surrounded 
by submucosal muscle fibers and connective tissue stroma 


(X80). 
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Figure 4.—Section showing submucosal carcinoid cells 
with small hyperchromatic oval and rounded nuclei ar- 
ranged in columns and nests with a suggestion of pseudo- 
alveolar formation. Carcinoid cells have penetrated the 
mucosal surface (X<160). 


under medical care for chronic bronchitis and car- 
diac disease. Upon examination, internal hemor- 
rhoids and a prominent indurated polyp with normal 
mucosal covering projecting from the right posterior 
wall at the 7.5 cm. level were noted. The tumor was 
removed by diathermy snare and the base was ful- 
gurated. The pathological diagnosis was carcinoid 
tumor and an argentaffin stained specimen showed 
scattered black granules in the tumor cell cytoplasm. 
The patient died of a myocardial infarct eight 
months later without any evidence of recurrent car- 
cinoid tumor (see Figure 3). 


COMMENT 


Rectal carcinoid tumor is probably more com- 
mon than is reported in the literature. In the three 
cases herein reported the carcinoid tumor was of 
the early asymptomatic type. The lesions were dis- 
covered on routine proctologic investigation. A rec- 
tal nodule firmer than the usual adenoma with a 
yellowish tinge should alert the clinician but diag- 
nosis can be confirmed only by microscopic exam- 
ination. In only one case did the tumor demonstrate 
a positive argyrophilic reaction. The author consid- 
ers the prognosis excellent after local excision of 


the early lesions. In a fourth case, more advanced, 
observed by the author there was a firm sessile tumor 
of over 2 cm. in diameter on the anterior rectal wall 
8 cm. from the crypt line, which showed infiltration 
and ulceration (see Figure 4). Abdominoperineal 
resection was done in a military hospital and no 
metastatic lesions were found in the pathological 
specimen. The patient died five years later of carci- 
noid metastasis. Rectal carcinoid tumor has demon- 
strated far greater invasive and metastatic tenden- 
cies than corresponding lesions in the appendix. 


SUMMARY 


Rectal carcinoid tumors are rare and slow-grow- 
ing but are potentially malignant. Metastasis occurs 
in about 15 per cent of cases. 


Early rectal carcinoid tumor is asymptomatic and 
is usually discovered on routine proctologic exam- 
ination. Diagnosis can be established only by patho- 
logic examination of the entire tumor. With local 
excision of early tumors the prognosis is excellent 
because of the slow-growth potential. Routine follow- 
up and pneumocolon are essential as with adeno- 
mata. 


Large carcinoid tumors with pronounced prolif- 
eration, infiltration or ulceration should be treated 
by radical procedures. 

760 Market Street, San Francisco 2. 
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The A.M.A. Meeting 


THE “BIGGEST MEDICAL SHOW IN THE WORLD,” the 
American Medical Association annual meeting, took 
place last month in Atlantic City. Technical and 
scientific exhibits numbering in the hundreds taxed 
the time and feet of the thousands of spectators who 
thronged the huge Atlantic City Convention Hall. 


On the business side, the House of Delegates acted 
on some seventy resolutions and set new policies on 


such important matters as osteopathic education, 
hospital internships, hospital accreditation and in- 
terpretation of the Principles of Medical Ethics. 


Most hotly debated issue before the House was 
the report rendered by a committee of five eminent 
A.M.A. members, headed by California’s John W. 
Cline, a past president of the A.M.A., on the ques- 
tion of osteopathic education. This report, prepared 
after months of searching inquiry, including the 
actual inspection of five osteopathic colleges by the 
committee members and the deans of three recog- 
nized medical schools, found that osteopathy as 
taught today no longer holds to the original con- 
cept that all bodily ills are the result of maladjust- 
ment. In fact, the committee found that not more 
than five to ten per cent of the osteopathic curricu- 
lum is devoted to the teaching of manipulations. 


In view of the present curriculum, which follows 
very closely the teaching in recognized medical 
schools, the committee recommended that doctors 
of medicine be allowed to teach in the osteopathic 
schools and thus, for the benefit of the public, help 
to raise the educational standards in these schools. 
To make such teaching possible on an ethical basis, 
the committee suggested that the term “cultism” not 
be applied to present-day osteopathy and that the 
decision as to whether or not ethical physicians 
teach in the osteopathic schools be left up to local 
determination. 
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Permissive though this recommendation was, it 
was defeated through a one-man minority report on 
the reference committee—a report which heaped 
praise upon the valuable work performed by the 
Cline committee but relegated the report and its 
recommendations to the “received and filed” cate- 
gory. This action apparently shuts the door on fur- 
ther immediate steps to improve osteopathic educa- 
tion and toward the eventual amalgamation of this 
type of practice with recognized orthodox medicine. 

Along the line of internship approval programs, 
the House of Delegates approved a report which 
favored the findings of the ad hoc committee on 
internships and urged a continuing study as to what 
should be the content of an internship and what 
constitutes sound clinical experience during the 
intern year. The report also urged the adoption of 
the “one-fourth” rule, under which any internship 
program which does not receive and train in any two 
successive years one-fourth of its stated complement 
of interns should be disapproved. This rule is in- 
tended to reduce the heavy demands made by some 
hospitals for new interns where the training offered 
does not attract more than a small percentage of the 
students sought. 

In the field of hospital accreditation, the House 
voted to establish a new study committee, none of 
whose members shall be members of the Joint Com- 
mission on Accreditation or members of the Coun- 
cil on Medical Education and Hospitals. This com- 
mittee would be empowered to study the operations 
of the Joint Commission and to seek reports on the 
manner in which its program is being carried out. 
Physicians and hospitals are urged to forward to 
this committee any observations or suggestions on 
the functioning of the Joint Commission on Accredi- 
tation. In theory, at least, this special committee 
may develop suggestions for the consideration of 
the members of the Joint Commission, especially 
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those members who serve as representatives of the 
A.M.A. 

Next of the major items decided by the House of 
Delegates was a change in wording of one section of 
the Principles of Medical Ethics. This section, re- 
ferring to the dispensing of drugs or appliances by 
physicians, was so severely worded in its earlier 
form that even ownership of capital stock in a 
pharmaceutical manufacturing concern might have 
been open to question in relation to the doctor’s 
ethics. As reworded by the House of Delegates, 
this section states that “It is not unethical for a 
physician to prescribe or supply drugs, remedies or 
appliances as long as there is no exploitation of the 
patient.” Under this language the primary interest 
of the public is protected and those physicians who, 
for a variety of needs and reasons, find it advisable 
to dispense, may continue to do so and retain their 
ethical standing. 

Coming issues of the Journal of the American 
Medical Association will contain a complete report 
on all House of Delegates actions. Many of these 
have a limited application but some may find points 


LETTERS to the Editor. 


Sunday Medical Meetings 


IT Is HIGH TIME somebody spoke out against the ever 
more prevalent Sunday medical meetings and con- 
ventions. 

Admittedly I was raised in a strict religious home 
and Sunday was set apart as a different day for 
church, for rest and healthful recreation. In our town 
things really slowed down on Sundays, and for the 
most part people returned to work on Monday rested 
and invigorated. 

As a doctor I am not always able to abide by this 
concept of complete detachment from work, spiritual 
contemplation and recreation on Sunday but I do 
make an attempt at it, and I know it is good for me 
and my patients. I fail to see why we as doctors 
should deliberately decide to study and ponder 
medical problems and others of our number should 
work hard to teach us medical subjects on Sundays 
when all week long and many nights and holidays 
we have to study and practice medicine. __ 

It is my belief that much of the Mosaic law has 
a health value as well as a moral value, and the one 
to “remember the Sabbath” is an outstanding ex- 
ample. Certainly our ever increasing numbers of 
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of interest in many areas. Reading of all such actions 
is recommended. 

Most gratifying to Californians was the last-day 
action of the House of Delegates in electing Dr. 
Dwight H. Murray of Napa as president-elect of the 
A.M.A. and Dr. E. Vincent Askey of Los Angeles 
as Speaker of the House of Delegates. 

Dr. Murray has served on the A.M.A. Board of 
Trustees for the past ten years, the last four as its 
chairman. Dr. Askey has served the past three years 
as vice-speaker of the House of Delegates and was 
signally honored when Dr. James R. Reuling of New 
York, Speaker of the House, made the nominating 
speech to place his vice-speaker into the Speaker’s 
chair. 

Thus California is again recognized in the A.M.A. 
as the producer of top personnel to help guide the 
nation’s medical progress. Such honors do not come 
without a long background of hard and capable 
accomplishment and it is certain that both Dr. Mur- 
ray and Dr. Askey will fulfill their assignments with 
distinction in the interests of better medicine. This 
state may well be proud of both. 


nervous, anxious, jittery, fatigued, worn-out and 
outright psychotic people are directly related to our 
sped-up, hopped-up, begadgeted type of living in 
which Sunday is frequently the most fatiguing day 
of all. Why should we as doctors make ourselves a 
party to this practice? 

Someone has given us a series of recommenda- 
tions for quick entry into the Coronary Club. I think 
that “Attend every Sunday medical meeting and 
convention available” should be added to the list. 


Some would say, “We don’t have any other time 
but Sunday for these meetings.” I say, “Bushwah.” 
If the painters, plumbers and carpenters can make a 
pretty fancy living in 40 hours a week, we should 
be able to in the 60 or so we have to work without 
adding Sunday to it intentionally. The practice in 
all other lines of endeavor seems to be to cut down 
on working hours as much as possible. 

Others might say a medical convention or meeting 
is fun, is recreation, is different. Yes—in a way; 
but they are mighty tiring, too, and it’s still the 
same drop of water striking the cranium hour in and 
hour out, Chinese fashion, which drives one crazy. 


Paut M. ELLwoop, Sr., M.D. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 412th and 413th 
Meetings of the Council, April 30 to May 4, 
1955, Sheraton-Palace Hotel, San Francisco. 


412th Meeting 
The meeting was called to order by Chairman 
Lum in the California Room, Sheraton-Palace Hotel, 


San Francisco, at 9:30 a.m., Saturday, April 30, 
1955. 


Roll Call: 


Present were President Morrison, President-elect 
Shipman, Speaker Charnock, Vice-Speaker Bailey, 
Editor Wilbur and Councilors West, Wheeler, Loos, 
Sampson, Pearman, Randel, Ray, Sherman, Lum, 
Bostick, Teall, Frees, Kirchner, Reynolds, Varden 
and Heron. 


Absent for cause, Secretary Daniels. 
A quorum present and acting. 


Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Clancy, Thomas and 
Gillette of C.M.A. staff; legal counsel Hassard; 
health insurance consultant Waterson; Mr. Ben 
Read and Mr. Eugene Salisbury of the Public Health 
League of California; county society executive sec- 
retaries Scheuber of Alameda-Contra Costa, Jensen 
of Fresno, Geisert of Kern, Pettis of Los Angeles, 
Bannister of Orange, Marvin of Riverside, Foster of 
Sacramento, Nute of San Diego, Neick of San Fran- 
cisco, Thompson of San Joaquin, Wood of San 
Mateo, Donovan of Santa Clara and DeVere of 
Stanislaus; Dr. Malcolm H. Merrill, State Director 
of Public Health; Dr. Joseph W. Sadusk, Jr., Dr. 
Francis J. Cox, Mr. K. L. Hamman, Mr. Paolini and 
Dr. A. E. Larsen of California Physicians’ Service; 
Mr. Ed Colvin of Santa Clara County Medical So- 
ciety; and Drs. Dan O. Kilroy, John W. Green, 
James C. Doyle, Russel V. Lee, C. L. Stealy, Thomas 
Elmendorf, Bradley C. Brownson, John W. Cline, 
Ian Macdonald, John R. Upton, Wayne Pollock, 
Donald Cass, E. C. Rosenow, Jr., R. S. Kneeshaw, 
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ASSOCIATION 


S. J. McClendon, E. E. Wadsworth, Jr., and Messrs. 
Robert Huber of legal staff and Fred O. Field, legal 
counsel to the Los Angeles County Medical Asso- 
ciation. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, min- 
utes of the 411th Council meeting, held April 2, 
1955, were approved. 


(b) On motion duly made and seconded, min- 
utes of the 249th Executive Committee meeting, held 
April 13, 1955, were approved. 


2. Membership: 

(a) A report of membership as of April 28, 
1955, was received and ordered filed. 

(b) On motion duly made and seconded, 1,300 
members whose dues had become delinquent but 
who had subsequently paid such dues, were voted 
reinstatement to active membership. 


(c) On motion duly made and seconded in each 
instance, 21 applicants were voted Associate Mem- 
bership. These were: 

Edward W. Wilson, Alameda-Contra Costa 
County; Adele R. Eiler, David C. Fainer, Sydney 
M. Finegold, Samuel H. Fritz, David B. Hinshaw, 
Albert Labin, Phil R. Manning, and Charles F. 
Sebastian, Los Angeles County; Harry Miller, 
Riverside County; Gordon Mannerstedt, Sacra- 
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SIDNEY J. SHIPMAN, M.D. . 
DONALD A. CHARNOCK, M.D. 
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mento County; Irene C. Ellis, San Francisco 
County; Elmer M. Bingham, Eugene Minard, Clare 
N. Reese, Jack L. Williams, San Joaquin County; 
Peter J. Guzvich, Robert Hall, Bernard F. Hansen, 
Fred W. Tempey, Jr., Santa Clara County; William 
Vandeventer, Stanislaus County. 


(d) On motion duly made and seconded in each 
instance, seven applicants were elected to Retired 
Membership. These were: 

William A. Kellogg, John W. Nevius, Los Angeles 
County; Bartholomew Gattuccio, R. T. Glyer, John 
Hunt Shephard, Edward B. Towne, Santa Clara 
County; Robert B. Dempsey, Solano County. 


(e) On motion duly made and seconded in each 
instance, reductions of dues were voted for 12 ap- 
plicants because of prolonged illness or postgrad- 
uate study. 


(f) Report was made on a county society disci- 
plinary case, where the society had requested ap- 
pointment of a referee but where the charges had 
subsequently been withdrawn. 


3. Financial: 
(a) A report of bank balances as of April 28, 
1955, was received and ordered filed. 


(b) A budget for the 1955-56 fiscal year was 
presented by Dr. Ivan C. Heron, chairman of the 
Auditing Committee. On motion duly made and sec- 
onded, it was voted to approve this budget for sub- 
mission to the House of Delegates, with the excep- 
tion of items covering the work of health insurance 
consultants and funds for medical education. At 
recessed meetings it was duly moved, seconded and 
voted to approve the proposed budget of $48,000 
for health insurance consultants and $130,000 for 
a contribution to medical education, the budget 
showing dues for calendar 1956 at $50 per active 
member. 


4. Report of the Council: 


Discussion was held on the report of the Council 
to the House of Delegates and Mr. Hassard brought 
before the Council the proposed amendments to the 
Constitution and By-Laws to establish the Benevo- 
lence Fund as a nonprofit corporation. On motion 
duly made and seconded, it was voted to introduce 
these proposed amendments before the House of 
Delegates in behalf of the Council. 


5. Public Relations: 


Mr. Clancy discussed the unfortunate turn of 
events in regard to the newly-introduced poliomye- 
litis vaccine and reported on the steps taken in sev- 
eral areas to handle the public relations situation. 
On motion duly made and seconded, it was voted to 
prepare an appropriate statement relative to the 
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introduction of new and important biologicals and 
therapeutic agents through appropriate scientific 
channels. 

Mr. Clancy also reported on meetings of medical 
students held in San Francisco and Los Angeles on 
April 17 and April 24, to which a fine reaction had 
been observed. Several members of the Council 
commented favorably on these meetings and urged 
their continuance. 


6. Medical Services Commission: 


Dr. Carey reported on the development of two 
standardized claims forms for use in health insur- 
ance cases, one for individual contract holders and 
one for members of groups. It was stated that the 
insurance carriers, acting through the Health Insur- 
ance Council, had approved these forms and were 
considering distributing them. It was regularly 
moved, seconded and voted to approve these forms. 
At a recessed meeting, it was moved, seconded and 
voted to take no direct action on distributing these 
forms until further word is received on the plans 
of the carriers for such distribution. 

Dr. Carey also discussed the inquiry already made 
into the feasibility of providing ambulatory medical 
care for indigents through California Physicians’ 
Service. He requested the Council to urge the Trus- 
tees of C.P.S. to investigate the feasibility of such 
a service where the appropriate county medical so- 
ciety approved. On motion duly made and seconded, 
it was voted to approve this request. Dr. West asked 
that his negative vote be recorded. 


7. Medical Education: 


Dr. John W. Green reported that the American 
Medical Education Foundation had raised $1,500,- 
000 in 1954 and was setting its goal at $2,000,000 
for 1955. He urged that the Association participate 
in this campaign. 

On motion duly made and seconded, with an 
amendment duly made and seconded, it was voted 
(13 to 5) that the 1956 membership dues be in- 
creased by $10 per active member and that the 
funds thus raised be contributed to medical schools 
which are not primarily tax-supported. 


8. State Department of Public Health: 

Dr. Malcolm H. Merrill, State Director of Public 
Health, reported on the poliomyelitis vaccine situa- 
tion and suggested that elective surgery, especially 
tonsils and adenoids surgery, be deferred at least 
three weeks. He stated that 15 polio cases had de- 
veloped in California to date following the mass 
inoculation programs; he also gave statistics from 
other states which indicated that about one case of 
poliomyelitis might be expected in each 5,000 
inoculations. 
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Dr. Merrill was tendered the commendation of 
the Council for the prompt and vigorous measures 
taken by his department in this situation. 


9. California Physicians’ Service: 

Mr. K. L. Hamman reported a beneficiary mem- 
bership of 700,096 and a physician membership for 
C.P.S. of 12,256 as of March 31, 1955, representing 
gains of 11 per cent and 6.7 per cent, respectively, 
in the past year. He also reported that annual gross 
income for that year was up about 14.5 per cent at 
more than $26,762,000. 

Mr. Hamman also reported that the new C.P.S. 
contracts are now in force and that 28 counties had 
approved the proposed $6,000 income ceiling. A 
new contract has been agreed upon with the Vet- 
erans Administration, under which payments to 
physicians will show about a 19 per cent increase 
over present fee payments. 

Dr. Sherman reported that the San Francisco 
Medical Society had requested the Council to con- 
sider the problem of C.P.S. fees representing the 
total fee where the beneficiary member has addi- 
tional insurance coverage. On motion duly made 
and seconded, it was voted to refer this matter to 
the Medical Services Commission for study. 


10. Medical Services Commission: 

Dr. Carey read the report of the Medical Services 
Commission which was to be presented to the House 
of Delegates. On motion duly made and seconded, 
the report was approved. 


11. Committee on Industrial Accident Commission: 

Dr. Cox reported on the publication of an article 
on “The Physicians’ Role in Industrial Accident 
Cases” and suggested that new members of the As- 
sociation be supplied with copies of this article for 
reference purposes. 

Dr. Cox also recommended that the Association 
purchase four dynamometers for use by medical 
examiners of the Industrial Accident Commission 
in a study of a standardized method of grip meas- 
urement. On motion duly made and seconded, it 
was voted to purchase four such devices at a cost 
of $180 to further this study. 

12. Legislation: 

Drs. Russel V. Lee and C. L. Stealy and Mr. 
Hassard discussed Assembly Bill No. 3025, dealing 
with group and clinic practice, and Business and 
Professional Code, Section 2393, portions of which 
Drs. Lee and Stealy found objectionable in the 
light of the type of practice carried on by their 
respective groups. Mr. Hassard presented a resolu- 
tion which the Council had requested earlier, speci- 
fying the Association’s acceptance of group prac- 
tice, per se, which reads as follows: 
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WHEREAS, Questions have arisen as to the atti- 
tude of the California Medical Association toward 
the group practice of medicine; and 

Wuereas, Accordingly it appears to be timely 
and desirable for the Council of the California 
Medical Association to express itself upon the sub- 
ject; now, therefore, be it 

Resolved, That in the opinion of the Council of 
the California Medical Association the practice of 
medicine by physicians in the group form is, under 
proper conditions, both lawful and ethical; and be 
it further 

Resolved, That such practice is lawful when car- 
ried on in conformance with the Medical Practice 
Act, and ethical when the group and its participat- 
ing physicians subscribe to and abide by each and 
all of the Principles of Medical Ethics, including 
those principles that prohibit advertising or solici- 
tation of patients, denial of free choice of physi- 
cian, lay control, or rendition of medical services 
under conditions that do not permit the highest 
quality of medical services; and be it further 

Resolved, That the decision of whether to prac- 
tice singly or in the group form is a matter for the 
individual judgment of each practicing physician, 
and the California Medical Association takes no 
position of advocacy as to the form of practice 
selected by its members. 

On motion duly made and seconded, this resolu- 
tion was approved. 

On motion duly made and seconded, it was voted 
to authorize the chairman to appoint a committee 
to consider the group practice situation and to re- 
port back to a later meeting. 


13. Health Insurance: 


Mr. Waterson suggested a program for the com- 
ing year designed to produce guides for county 
medical societies to follow in’ fostering improved 
physician-patient relationships. Dr. Bradley Brown- 
son of San Mateo County urged that this program 
be approved. 


Executive Session: 

At this point it was regularly moved, seconded 
and voted to go into executive session, the Council 
rising therefrom for the luncheon recess. 


14, Public Policy and Legislation: 

(a) Dr. Dwight H. Murray, chairman of the 
Committee on Public Policy and Legislation, ten- 
dered his resignation as chairman and a member 
of that committee and suggested that Dr. Dan O. 
Kilroy, a member of the committee, be made chair- 
man. Dr. Murray was tendered the profound thanks 
of the Council for his committee work for the past 
15 years. 
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(b) Dr. Bernard L. Diamond, representing the 
three regional psychiatric societies of the state, re- 
quested the support of the Association for Assembly 
Bill 1159, which would establish a system of com- 
munity or county mental health centers. He also 
urged a closer liaison between the Association and 
the psychiatric societies on legislative matters. 

It was reported that several communications had 
been received in support of AB 1159; these were 
read and referred to the Committee on Public Policy 
and Legislation. 

On motion duly made and seconded, the matter 
of this proposed legislation was referred to the Ex- 
ecutive Committee for further study. 


15. Committee on Malpractice Insurance: 
Dr. Joseph L. Sadusk, Jr., chairman of the Com- 


mittee on Malpractice Insurance, discussed a pro- 
posal to investigate the possibility of establishing a 
statewide malpractice insurance program. He asked 
a budget of $19,000 for the coming year, of which 
$12,000 would be for the retention of a part-time 
executive secretary for the committee, $2,000 for 
expenses of an actuary and $5,000 for travel, meet- 
ing and incidental expenses. 

On motion duly made and seconded, the report 
and the budget were approved. 


16. Professional Group on Medical Electronics: 

Dr. Lee B. Lusted of the Department of Radiol- 
ogy, University of California Medical School, gave 
an informative report to the Council on the Profes- 
sional Group on Medical Electronics, reporting this 
‘as a form on electronics where physicians and engi- 
neers could cooperate. Recognition for the group 
will be sought later. 


17. Association Committees: 


Dr. Morrison presented a proposed reorganiza- 
tion plan for all Association committees, together 
with By-Law amendments needed to put the plan 
into effect. After considerable discussion, it was 
regularly moved, seconded and voted to approve 
this plan and to introduce the By-Law amendments 
into the House of Delegates. 


18. Section on Orthopedics: 

Dr. Francis E. West reported that By-Law amend- 
ments to create a new section on Orthopedics would 
be introduced into the House of Delegates by repre- 
sentatives of that specialty. 

19. California Medicine: 

Mr. Hunton presented a resolution proposed by 
the Advertising Committee of CALIForniaA MEDI- 
CINE, seeking support for a change of name of Polio- 
myelitis Immune Globulin (Human) to its earlier 
designation of Immune Globulin (Human) in order 


to eliminate the misleading character of the pres- 
ent nomenclature. On motion duly made and sec- 
onded, it was voted to introduce this resolution into 
the House of Delegates in behalf of the Council. 


Recess: 
At this point, 6:10 p.m., the meeting was recessed 


until 7:30 a.m., Sunday, May 1, 1955. 
Reconvention: 


The meeting was reconvened at 7:30 a.m., Sun- 
day, May 1, 1955, in the California Room, Shera- 
ton-Palace Hotel, San Francisco. A quorum present 
and acting. 


20. Los Angeles County Medical Association: 


Dr. Ben Frees requested approval of proposed 
state legislation by which the Los Angeles County 
Medical Association might secure a beverage license 
which is currently denied for technical reasons. On 
motion duly made and seconded, it was voted to ap- 
prove the introduction of such legislation. 


21. Cancer Commission: 

Drs. Ian Macdonald and John W. Cline requested 
an amendment to the proposed committee reorgani- 
zation plan, under which the Cancer Commission 
would be established as a commission reporting di- 
rectly to the Council. On motion duly made and sec- 
onded, it was voted to approve this request and to 
make the needed changes in the By-Law amend- 
ments to be introduced into the House of Delegates. 


Recess: 


Prior to recessing at 9:08 a.m., the chairman an- 
nounced the committee to study the clinic laws as 
Dr. Bostick, chairman, and Drs. Ray, Varden, Bai- 
ley and Sherman, members. 

The recess was called until 7:30 a.m., Monday, 
May 2, 1955. 

Reconvention: 

The meeting was reconvened at 7:30 a.m. Mon- 
day, May 2, 1955, in the California Room of the 
Sheraton-Palace Hotel, San Francisco. A quorum 
present and acting. 


22. Blood Bank Commission: 

Dr. John R. Upton, chairman of the Blood Bank 
Commission, requested the Council not to reduce 
materially the number of members of the Blood 
Bank Commission and not to specify that all such 
members be Doctors of Medicine. 

Dr. Upton also asked the Council to approve the 
furthering of efforts to investigate the establishment 
of tissue banks within the blood bank structure; if 
such tissue banks prove to be feasible and are ap- 
proved by the Council, he asked permission to seek 
Association funds for their support. 
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Dr. Upton also asked the Council to approve a 
statement to be forwarded to the five participating 
members of the National Blood Foundation (Amer- 
ican Medical Association, American Hospital Asso- 
ciation, American Association of Blood Banks, 
American Society of Clinical Pathologists and Amer- 
ican National Red Cross) urging that the replace- 
ment of blood in the national program not be speci- 
fied on a unit-for-unit basis but be left to local deter- 
mination. On motion duly made and seconded, it 
was voted to approve this statement. 


23. Public Relations: 


Dr. Ben Frees and Dr. James Regan, the latter 
chairman of the Television Committee of the Los 
Angeles County Medical Association, requested the 
continuation until August 8, 1955, of the support 
being given to the production of a television series 
sponsored by the Los Angeles County Medical Asso- 
ciation. On motion duly made and seconded, it was 
voted to continue for three months from May 9, 
1955, the support of a maximum of $500 monthly 
provided by the Association. 


Recess: 

At this point, 9:20 a.m., the meeting was declared 
in recess until 7:30 a.m., Tuesday, May 3, 1955. 
Reconvention: 

The meeting was reconvened at 7:30 a.m., Tues- 
day, May 3, 1955, in the California Room, Sheraton- 
Palace Hotel, San Francisco. A quorum present and 
acting. 

24. Place of 1956 Annual Session: 

On motion duly made and seconded, it was voted 
to hold the 1956 Annual Session in Los Angeles the 
first week of May. 


Recess: 


At this point, 9:00 a.m., the meeting was declared 
recessed until 7:30 a.m., Wednesday, May 4, 1955. 


Reconvention: 


The meeting was reconvened at 7:30 a.m., Wed- 
nesday, May 4, 1955, in the California Room of the 
Sheraton-Palace Hotel, San Francisco. A quorum 
present and acting. 


25. Committee on Clinic Licensing Laws: 

Dr. Bostick reported for the committee that 
amendments to the Medical Practice Act be ap- 
proved to provide permission for the use of such 
words as “group,” “Clinic,” and “medical center” if 
the users of such terms secure an annual permit 
from the Board of Medical Examiners. On motion 
duly made and seconded, the committee’s report was 
approved and the committee instructed to continue 
functioning. 
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26. Statement on Poliomyelitis Vaccine: 

A proposed statement on the manner in which 
the Salk antipoliomyelitis vaccine has been intro- 
duced was discussed and, on motion duly made and 
seconded, it was voted to table this statement tem- 
porarily. 

Adjournment: 


Prior to adjournment of the meeting, Councilors 
Ray, Frees and Sampson announced their retire- 
ment from the Council and introduced Drs. Mc- 
Pharlin, Rosenow and Wadsworth, their successors. 
The Council expressed its thanks to the retiring 
Councilors for their services in behalf of the Asso- 
ciation. 

There being no further business to come before it, 
the meeting was adjourned at 9:15 a.m. 

Donan D. Lum, M.D., Chairman 
SipnEy J. SHrpMan, M.D., Acting Secretary 
7 7 g 
413th Meeting 

The meeting was called to order by Chairman 
Lum at 12:15 p.m., Wednesday, May 4, 1955, in 
the California Room of the Sheraton-Palace Hotel, 
San Francisco. 


Roll Call: 


Present were President Shipman, President-elect 
Charnock, Speaker Doyle, Vice-Speaker Foster, 
Councilors West, Wheeler, Loos, Wadsworth, Pear- 
man, Randel, McPharlin, Sherman, Lum, Bostick, 
Teall, Rosenow, Carey, Kirchner, Reynolds, Varden 
and Heron, and Editor Wilbur. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Clancy and Gillette of C.M.A. staff; legal counsel 
Hassard. 


1, Election of Council Officers: 


On nomination duly made and seconded, it was 
unanimously voted to elect Dr. Donald D. Lum as 
chairman. 

On nomination duly made and seconded, Dr. Ivan 
C. Heron was unanimously elected vice-chairman. 


2. Appointments: 

On nominations duly made and seconded in each 
instance, the following appointments were unani- 
mously voted: 

Secretary-Treasurer, Albert C. Daniels, M.D.; 
Editor, Dwight L. Wilbur, M.D.; Executive Secre- 
tary, John Hunton; Members Auditing Committee, 
confirming appointments by chairman Ivan C. 
Heron, chairman, T. Eric Reynolds, Samuel R. 
Sherman; Trustees of California Physicians’ 
Service, Ivan C. Heron, Henry A. Randel, T. Eric 
Reynolds. 





3. Amendments to Clinic Licensing Law: 

On motion duly made and seconded, it was voted 
to refer to the Legislative Committee the suggested 
amendments to the Medical Practice Act relating to 
clinic licensing. 

Recess: 

At this point, 1:10 p.m., the meeting was declared 

in recess until 4:30 p.m., Wednesday, May 4, 1955. 


Reconvention: 

The meeting was reconvened in the California 
Room, Sheraton-Palace Hotel, San Francisco, on 
Wednesday, May 4, 1955, at 4:30 p.m. A quorum 
present and acting. 


5. Statement on Poliomyelitis Vaccine: 

Discussion was held on a proposed statement rela- 
tive to the manner of introduction of the Salk anti- 
poliomyelitis vaccine. After considerable discussion 
and several revisions, it was duly moved, seconded 
and voted to approve this statement, for distribution 
only to professional quarters, with a condensed 
statement to be released publicly. 


Adjournment: 
There being no further business to come before 
it, the meeting was adjourned at 5:30 p.m. 
Donan D. Lum, M.D., Chairman 
Siwney J. Suipman, M.D., Acting Secretary 


Executive Committee Minutes 


Tentative Draft: Minutes of the 250th Meeting of 
the Executive Committee, San Francisco, Shera- 
ton-Palace Hotel, May 4, 1955, 

The meeting was called to order by Chairman 
Heron at 5:35 p.m., Wednesday, May 4, 1955, in 
the California Room of the Sheraton-Palace Hotel, 
San Francisco. 


Roll Call: 
Present were President Shipman, President-elect 
Charnock, Speaker Doyle, Council Chairman Lum, 


Auditing Committee Chairman Heron, and Editor 
Wilbur. 


Present by invitation was legal counsel Hassard. 
A quorum present and acting. 


1. Election of Chairman: 

On nomination duly made and seconded, Dr. 
Ivan C. Heron was unanimously elected chairman 
of the committee. 


Adjournment: 
There being no further business to come before 
it, the meeting was adjourned at 5:40 p.m. 
Ivan C. Heron, M.D., Chairman 
Sipney J. Surpman, M.D., Acting Secretary 


Inu Memoriam 


Cooptey, Oscar. Died in Los Angeles, May 13, 1955, 
aged 60, of coronary occlusion. Graduate of the College of 
Physicians and Surgeons, Los Angeles, 1917. Licensed in 
California in 1917. Doctor Coodley was a retired member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and an associate member of the 
American Medical Association. 


+ 


Davin, James C. Died in San Jose, May 21, 1955, aged 45. 
Graduate of Northwestern University Medical School, Chi- 
cago, Illinois, 1949. Licensed in California in 1951. Doctor 
David was a member of the Santa Clara County Medical 
Society. 

* 

Jorpan, Peter A. Died in San Jose, June 1, 1955, aged 84. 
Graduate of Jefferson Medical College of Philadelphia, 
Pennsylvania, 1901. Licensed in California in 1903. Doctor 
Jordan was a retired member of the Santa Clara County 
Medical Society, the California Medical Association, and 
an associate member of the American Medical Association. 


+ 


Kravetz, Irwin. Died April 22, 1955, aged 42. Graduate 
of New York University College of Medicine, New York, 
1938. Licensed in California in 1947. Doctor Kravetz was 
a member of the Los Angeles County Medical Association. 


Lawson, THEoporE C. Died in Oakland, May 13, 1955, 
aged 59, of infarct left lung, thrombosis, left auricular ap- 
pendage. Graduate of Harvard Medical School, Boston, 
Massachusetts, 1923. Licensed in California in 1925. Doctor 
Lawson was a member of the Alameda-Contra Costa Medical 
Association. 


+ 


Rivin, Henry A. Died in Three Rivers, May 22, 1955, aged 
59, of coronary artery disease. Graduate of Jefferson Medical 
College of Philadelphia, Pennsylvania, 1919. Licensed in 
California in 1922. Doctor Rivin was a member of the Kern 
County Medical Society. 

+ 


SavaceE, Puiuip M. Died in East Highlands, June 1, 1955, 
aged 74, of carcinoma metastatic from the prostate. Gradu- 
ate of the Cooper Medical College, San Francisco, 1907. 
Licensed in California in 1907. Doctor Savage was a 
member of the San Bernardino County Medical Society, 
a life member of the California Medical Association, and 
an associate member of the American Medical Association. 


+ 


TurKEL, A. WituiAM. Died in San Francisco, May 21, 1955, 
aged 47, of coronary occlusion. Graduate of the University 
of Southern California School of Medicine, Los Angeles, 
1937. Licensed in California in 1937. Doctor Turkel was a 
member of the San Francisco Medical Society. 
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OUR THANKS AND GREETINGS 

The busy days of the state convention are still 
a pleasant memory as we take up the task of being 
an efficient auxiliary to the California Medical As- 
sociation. We want to thank you doctors for spon- 
soring the beautiful tea dance which has grown to 
be so popular. The attendance this year was the 
largest ever. To know the arrangements for the 
dinner dance are in your hands is a big relief to the 
woman’s committee members who are busy with the 
many details of meetings and the Auxiliary lunch- 
eon. We add our thanks for this, too. 

A new board and committee chairmen greet you. 
We would like you to meet this group of serious and 
efficient women. 


OFFICERS AND CHAIRMEN FOR 1955-1956 


Mrs. Pau BLAISDELL 

Mrs. LEonaRD OFFIELD, Membership 

Mrs. SAMUEL GENDEL, 
Program and Health 

Mrs. Louis OLKER 

Mrs. WarrREN Bostick 

Mrs. THEODORE PosKA 


President-elect 
First Vice-President 


Second Vice-President 
Recording Secretary 
Corresponding Secretary 
Treasurer 


CouNCILORS-AT-LARGE 
Mrs. Everett STONE 
Mrs. FLoyp ANDERSON 
Mrs. CHARLES SPRAGUE 
Mrs. ALEXANDER CRUDEN 
Mrs. ArtHUR Howarp 
Mrs. Dan KILRoy 
Mrs. LELAND Lewis 
Mrs. LEstiE SPEARS 
Mrs. LAWRENCE CUSTER 
Mrs. C. M. KRoEGcER 
Mrs. STANLEY TRUMAN Parliamentarian 
Mrs. Lupwic KAFTaNn Revisions 
Mrs. VAN Hamitton..Amer. Medical Education Foundation 
Mrs. Rosert GARRETT Mental Health 
Mrs. Epcar WAYBURN Publicity 

Convention 


Legislation 

Physicians’ Benevolence 
Courier 

Public Relations 
Today’s Health 


Finance 

Historian 

Exhibits 

Nurse Recruitment 
Civil Defense 


Your Auxiliary was formed twenty-six years ago 
because there was a need for the doctor’s wife to 
become an active helper to the medical profession. 
Our first consideration is to emphasize the impor- 
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MILLA RY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


tance of each county Auxiliary working closely with 
its county medical society. We are, quite literally, 
your Auxiliary. Our assignments come from the 
California Medical Association. Our programs aim 
to promote the advancement of medicine and public 
health. We like our job; we are proud of being 
doctor’s wives and happy to serve the profession. We 
want you to be pleased with the way we carry out 
your program. We hope you will continue to give us 
suggestions and information for the mutual benefit 
of our organizations. 


* * * 


NEW AUXILIARIES OUR AIM 

New members and new auxiliaries will be our 
Number One consideration this year. We need your 
help because the approval given by individual doc- 
tors and by the medical society to the Auxiliary car- 
ries much weight. Your verbal sanction often results 
in either a new county Auxiliary or a new member. 
Last year Dr. Arlo A. Morrison, then president of 
the California Medical Association, was directly re- 
sponsible for the organization of Merced Auxiliary. 
The year before, after visits from him two Auxiliar- 
ies were formed. There remain eight counties which 
we would like to see organized before the year is 
over. The larger our number, the more effective our 
contribution can be. 


* * * 


NEW PUBLICITY COMMITTEE 

The new Auxiliary board is grateful to Mrs. Frederick 
Miller for her vision in securing this page. We are indebted 
to her for utilizing the space so ably in its first year. 

Because this page has evoked such a favorable response 
during the past year, and because we hope to have more 
of interest to report to you during the coming year, we are 
setting up a new Publicity Committee to handle our mate- 
rial and to work with the Auxiliary president and your 
Editorial Board. Members will be Mrs. Thomas Broderick, 
San Francisco; Mrs. Charles Hart, Contra Costa County; 
Mrs. Stanley Kneeshaw, Santa Clara County; and Mrs. 
Edgar Wayburn, San Francisco, chairman. This committee 
will appreciate any ideas, suggestions or comments from 
the readers of this page. 


Mrs. MATTHEW NEWELL Hosmer, President 
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NEWS & NOTES 


NATIONAL ¢ STATE * COUNTY 


ALAMEDA 


Dr. Paul C. Samson of Oakland was elected president- 
elect of the American Trudeau Society at the recent annual 
meeting of the organization in Milwaukee. He will be 
installed as president at the annual meeting next year. 


* * * 


Dr. Robert K. Cutter, president of the Cutter Labora- 
tories, Berkeley, was elected president-elect of the American 
Pharmaceutical Manufacturers Association at its 48th annual 
meeting, which was held at White Sulphur Springs, West 
Virginia, early in June. 


* * * 


Berkeley City Health Director Emil E. Palmquist has 
been appointed a clinical professor of public health at the 
University of California, Dr. Palmquist will teach courses 
in public health administration for undergraduate and 
graduate students at Berkeley. 


LOS ANGELES 


An extension for one year of grants totaling $24,188 to 
support studies of cerebral palsy at the University of 
California’ at Los Angeles School of Medicine was an- 
nounced recently by the United Cerebral Palsy Association. 
For continuance of study of placental transmission of viral 
infections, $15,401 was allocated to John M. Adams, M.D., 
head of the department of pediatrics at U.C.L.A. Medical 
Center, David T. Imagawa, Ph.D., and Margaret H. Jones, 
‘M.D., associate professor of pediatrics. 

An award of $8,787 was made to aid research being done 
by ‘Earl Eldred, M.D., on centroneural control of the muscle 
spindle. 

* * + 


Dr. Howard W. Bosworth, director of Barlow Sana- 
torium, was chosen president-elect of the National Tubercu- 
losis Association at the annual meeting held in Milwaukee 
in May. Dr. Bosworth is a former president of the Los 
Angeles County Tuberculosis Association, the California 
Tuberculosis and Health Association, the California Trudeau 
Society and the American Trudeau Society. 


oe * * 


Dr. DeWitte T. Boyd, who formerly was in private 
practice as a pediatrician in Alhambra, recently was ap- 
pointed health officer of the central Los Angeles health 
district by the Board of Health Commissioners. 


SAN FRANCISCO 


Hiroshi Yamauchi of San Francisco was winner this 
year of the gold headed cane presented annually to the 
University of California School of Medicine graduate who, 
in the opinion of fellow students and faculty, exhibits the 
qualities of the true physician in his student clinical work. 
At the award ceremonies honorable mention was given to 
Leland James Harris of San Jose and William Bass of Pied- 
mont. 


Dr. Harry G. Parsons of San Francisco recently was 
appointed medical director of the Weimar Joint Sanatorium, 
Placer County, by the governing board of the institution. 
Dr. Parsons succeeded Dr. Mildred Thoren, retired. 


* * * 


Three recent appointments to the faculty of the 
Stanford University School of Medicine have been an- 
nounced. Dr. Robert H. Alway was named professor of 
pediatrics and executive head of the department. Dr. Quentin 
M. Geiman was appointed professor of preventive medicine 
specializing in tropical public health, and Dr. Avram Gold- 
stein professor and executive head of pharmacology. Dr. 
Goldstein fills a post that has been vacant since 1953 when 
Dr. Windsor Cutting became dean of the school of medicine. 


SANTA CLARA 


An $8,200 grant in aid of cancer research being 
carried on by Dr. Robert W. Noyes of the Stanford Uni- 
versity faculty was announced recently by the Damon 
Runyon Fund. 


Dr. Sidney Raffel, head of the department of bacteri- 
ology at Stanford University, recently received a grant of 
$600 from the Santa Clara County Tuberculosis Association 
to pay for half of the supplies needed this year for carrying 
on his studies of the tubercle bacillus. 


GENERAL 


The American Urological Association has announced 
that competition is open for its annual award of $1,000 
(first prize of $500, second prize $300 and third prize $200) 
for essays on the result of some clinical or laboratory re- 
search in Urology. Competition shall be limited to urologists 
who have been graduated not more than ten years, and to 
men in training to become urologists. 


The first prize essay will appear on the program of the 
forthcoming meeting of the American Urological Association, 
to be held at the Statler Hotel, Boston, Massachusetts, 
May 28-31, 1956. 


Full particulars may be obtained from the executive 
secretary of the association, William P. Didusch, 1120 North 
Charles Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1955. 


* * * 


The American College of Gastroenterology recently an- 
nounced that its annual course in postgraduate gastroen- 
terology will be given at the Shoreland Hotel, Chicago, 
October 27-29. The course will again be under the direction 
and co-chairmanship of Dr. Owen H. Wangensteen, professor 
of surgery of the University of Minnesota Medical School, 
who will‘serve as surgical coordinator, and Dr. I. Snapper, 
director of Medical Education, Beth-El Hospital, Brooklyn, 
N. Y., who will serve as medical coordinator. They will be 
assisted by a distinguished faculty selected from the medical 
schools. 


Further information may be obtained from the American 
College of Gastroenterology, Department P.G., 33 West 60th 
Street, New York 23, N. Y. 
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POSTGRADUATE 
EDUCATION NOTICES 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Announces the following summer courses: 

Surgery of the Elbow and Shoulder—July 19 and 20, 1955. 

Surgery of the Hand—July 21 and 22, 1955. 

Recent Advances in Medicine—July 25-29, 1955. 

Basic Techniques of Hypnosis—August 8, 9 and 10, 1955. 

Advanced Techniques and Application of Hypnosis—Aug- 
ust 10, 11 and 12, 1955. 

Anesthesia—August 29, 30 and 31, 1955. 

Contact: Thomas H. Sternberg, M.D., Director of Post- 
graduate Medical Education, U.C.L.A., Los Angeles 24. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 

In San Francisco: 

Conference on Applied Therapeutics—October 17, 18 and 
19. 

Conference on Gynecology and Obstetrics—October 20 
and October 21. 

Ophthalmological Conference—December 5 to December 7. 

In East Oakland: 

Medicine for General Practitioners—Tuesday evenings, 
September 20 to December 6. 

In Berkeley: 

Postgraduate Institute—Wednesday evenings, Herrick Me- 
morial Hospital, October 19 through November 23. 

In San Mateo: 

Evening Lectures in Medicine—Thursday evenings, Sep- 
tember 22 to December 15. 

Contact: Office of Medical Extension, University of Cali- 
fornia Medical Center, San Francisco 22. 


COLLEGE OF MEDICAL EVANGELISTS 

Announces graduate courses: 

General Surgery and Surgical Specialties—October 3 to 
June 10, 1956. 

Internal Medicine—October 3 to June 10, 1956. 

Otolaryngology—October 3 to June 10, 1956. 

Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION, 
POSTGRADUATE ACTIVITIES LECTURE COURSES 
NortH Coast Circuit: 
Eureka—Monday, October 17, 24, 31, November 7. 
Ukiah—Tuesday, October 18, 25, November 1, 8. 
Woodland—Wednesday, October 19, 26, November 2, 9. 
Napa—Thursday, October 20, 27, November 3, 10. 
SACRAMENTO VALLEY CircuIT: 
Dunsmuir—Monday, October 17, 24, 31, November 7. 
Chico—Tuesday, October 18, 25, November 1, 8. 
Marysville—Wednesday, October 19, 26, November 2, 9. 
Auburn—Thursday, October 20, 27, November 3, 10. 
Contact: C. A. Broaddus, M.D., Director of Postgraduate 
Activities, P.O. Box A-1, Carmel, California. 


Medical Dates Bulletin 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
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Postgraduate Activities of the California Medical Asso- 
ciation, In order that they may be listed here, please send 
communications relating to your future medical or surgi- 
cal programs to: C. A. Broaddus, M.D., Director, Post- 
graduate Activities, P.O. Box A-1, Carmel, California. 


AUGUST MEETINGS 
State Boarp oF MepicAL EXAMINERS Oral Examination 
for Reciprocity Applications, Los Angeles, August 20.f 
State Boarp oF MepicaL Examiners Written Examina- 
tion, Los Angeles, August 23-25.7 
State Boarp oF MepicaL Examiners Oral and Clinical 


Examinations for Foreign Medical School Graduates, 
Los Angeles, August 21.7 


OCTOBER MEETINGS 
CALIFORNIA Society OF INTERNAL MEDICINE meeting at 
Biltmore Hotel, Santa Barbara, October 1, 1955. 
Contact: Mildred D. Coleman, secretary, 384 Post St., San 
Francisco. 


San Francisco Heart ASSOCIATION announces the Twen- 
ty-sixth Annual Postgraduate Symposium on Heart Dis- 
ease, at St. Francis Hotel, San Francisco. October 5, 6, 
7, 1955. 


Contact: 604 Mission St., San Francisco 5. 


San Dieco County Heart Association Annual Sympo- 
sium on Heart Disease, U. S. Naval Hospital, Audi- 
torium, Balboa Park, San Diego, October 11. 

Contact: H. Jack Hardy, executive secretary, 1651 Fourth 
Avenue, San Diego. 


Los AncELEs County Heart Association 25th Annual 
Symposium on Cardiovascular Diseases, Wilshire-Ebell 
Theater, Los Angeles, October 12 and 13. 

Contact: Los Angeles County Heart Association, 316 So. 
Bonnie Brae Street, Los Angeles. 

The 1955 Scientific Assembly of the CaLirorn1A ACADEMY 
oF GENERAL PRACTICE will be held in San Francisco, at 
the Sheraton-Palace Hotel, October 9-12, 1955. 

Contact: William W. Rogers, executive secretary, 461 Mar- 
ket St., San Francisco. 

State Boarp oF MepicaL EXAMINERS Written Examina- 
tion, Sacramento, October 18-20. 


Mid-October—AMERrIcAN Boarp or PsycH1aTry AND NeEv- 
ROLOGY Examinations, San Francisco. 


Contact: David A. Boyd, M.D., Secretary, 102-110 Second 
Avenue, S.W., Rochester, Minn. 


NOVEMBER MEETINGS 


AMERICAN MEDICAL ASSOCIATION announces: Clinical Ses- 
sion, 1955, at Boston, November 29 to December 2, 1955. 

State Boarp oF Mepicat Examiners Oral Examination 
for Reciprocity Applications, San Francisco, November 
12.7 

State Boarp or Mepicat Examiners Oral and Clinical 
Examinations for Foreign Medical School Graduates, 
San Francisco, November 13.7 


*For information contact: Walter E. Batchelder, M.D., 
medical director, C.M.A. Cancer Commission, 467 O’Far- 
rell Street, San Francisco. 

tFor information contact: Louis E. Jones, M.D., secre- 
tary-treasurer, California State Board of Medical Ex- 
aminers, Room 536, 1020 N Street, Sacramento. (Note: 
Applications must be on file at least two weeks before 
examination dates.) 





THE PHYSICIAN'S Bookshelf 


POTASSIUM METABOLISM IN HEALTH AND DIS- 
EASE. Howard L. Holley, M.D., Department of Medicine, 
University of Alabama; and Warner W. Carlson, Ph.D., 
Department of Biochemistry, University of Alabama. 
Grune and Stratton, New York, 1955. 131 pages, $4.50. 


Although there is little that is new in this monograph, the 
normal control of potassium metabolism, and the factors in 
disease which may alter body potassium levels are presented 
moderately well. In certain areas the authors do not appear 
to have had broad grass roots’ experience with certain types 
of potassium and electrolyte problems. In addition, the role 
of potassium in enzymatic activities related to glucose and 
protein metabolism, and the interrelationships of potassium 
with other ions, are stressed. Clinical symptomatology and 
findings, plus electrocardiographic changes of high and low 
serum potassium levels, and/or decreased total body potas- 
sium are presented well. The weakest part of the mono- 
graph is the section on treatment of potassium deficits which 
shows lack of extensive experience in the correction of such 
deficits, particularly by the parenteral intravenous route. 


* * * 


PUBLIC RELATIONS IN MEDICAL PRACTICE. James 
E. Bryan, Administrator, Medical-Surgical Plan of New 
Jersey; Formerly Executive Officer, the Medical Society 
of New Jersey, Chairman of the Medical Society Execu- 
tives Conference. The Williams & Wilkins Company, Bal- 
_timore, 1955. 301 pages, $5.00. 


Since the third generation of Adam and Eve’s offspring, 
homo sapiens has been blest or beset with relations. In the 
olden days they were referred to as rich or poor, but in the 
twentieth century a large number are made up of that 
peculiar entity known as “public.” Public relations carries 
a host of definitions, the simplest one being “reputation.” 
Reputation may be built or purchased, the former enduring 
and the latter evanescent. “The traditional ethics of the 
profession, its ancient ideal of service, its noble code of 
conduct—these are the immutable foundations upon which 
any public relations program must be based.” The author 
uses these words in his introduction and refers to them 
many times in the succeeding chapters. 

The personal relationship of doctor and patient, the finan- 
cial relationship, the ethical, social and institutional rela- 
tionships of the physician with his colleagues are dealt with. 
The relationship of physicians with prepaid medical care 
plans and finally the relationships of the physician with 
himself are dealt with. 

The reading is not light, but there is no doubt that this 
book constitutes a mine of useful information for the young 
physician. The author is Administrator of the Blue Shield 
Plan in New Jersey and was formerly the Executive Secre- 
tary of the Medical Society of Westchester County for many 
years. He writes with clarity and sincerity. A frank discus- 
sion of corporate practice of medicine which appears in 
chapter nine will be of particular interest to all physicians 
in California, notably those on the full time staffs of non- 
profit private hospitals. 
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“The tendency of certain hospitals to engage full time 
salaried physicians and surgeons in communities where the 
profession has adequate personnel to provide equally com- 
petent staff on a visiting basis clearly interferes with the 
normal opportunities of physicians to achieve leadership and 
recognition according to their professional abilities . . . The 
physician, like any other man, cannot serve two masters. If 
he is an employee of the hospital, he must first do the bid- 
ding of the hospital, and then he is no longer primarily the 
servant of the patient. It seems to me that such practices are 
bad for the patient in the long run.” 

The author further states, “I do not see how anyone could 
seriously argue that it would benefit the people if the con- 
trol of medical practice were to pass out of the hands of 
medical practitioners and into the hands of hospitals. Yet, 
that is the inevitable result of such a tendency as we are 
now witnessing in some large medical centers . . . The 
responsibility of the individual physician to the individual 
patient is direct, unassignable, inescapable and indivisible. 
It is supported and enforced by law and by universal public 
opinion.” 

* * & 

TEXTBOOK OF CHIROPODY—Second Edition. Mar- 
garet J. McKenzie Swanson, B.Litt., F.Ch.S., Co-Founder 
of Edinburgh Foot Clinic and School of Chiropody. The 


Williams and Wilkins Company, Baltimore, 1954. 268 
pages, $5.00. 


This book is, as the title states, primarily a textbook of 
chiropody for students of chiropody. In that sense it is quite 
complete and well illustrated. The author makes no attempt 
to cover the medical aspects of foot disease. Minor lesions 
which can be treated by the chiropodist are well described 
as well as orthodox methods applied by chiropody to cor- 
rect these lesions. The treatment of club feet is not dis- 
cussed nor are the various surgical procedures available 
for correcting foot disability considered. 


* * * 


THE CITY OF HOPE. Samuel H. Golter. G. P. Put- 
nam’s Sons, 210 Madison Ave., New York, N. Y., 1954. 
177 pages, $3.50. 


This is the story of the development of the hospital at 
Duarte, near Los Angeles, for the care of persons with 
tuberculosis and cancer. According to the author, about 40 
years ago a young man of Jewish extraction died of pul- 
monary hemorrhage in a street in Los Angeles and follow- 
ing that incident funds were collected to house other unfor- 
tunate persons suffering from pulmonary tuberculosis, “In 
1913 two tents were set up, one for patients, the other for a 
nurse . . . such were the humble and humanitarian begin- 
nings of the City of Hope.” 

The book is in the form of a letter from the author to his 
daughter; it deals with the author’s early life in the Eastern 
part of the United States and then in Los Angeles. It tells 
the story of the extension of the work of the hospital from 
the care of tuberculosis to the care of cancer. The author 
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apparently regards leukemia as a disease separate from 
cancer and deals with it in a separate chapter. He is now 
the executive vice-president of the City of Hope and is, 
of course, an enthusiastic proponent of its program and its 
efforts. 

Many of the patients at the City of Hope pay no fees and 
therefore, funds must be raised to defray the costs of their 
hospitalization. These funds are raised by various cam- 
paigns, some of them of highly sensational nature such as 
the October 1953 “Telethon.” Whether these campaigns 
for a single institution conflict with those of the officially 
recognized agency attempting to deal with cancer research 
has been a matter of some debate and concern. 

The hospital is operated under Jewish auspices, and 
reportedly has chartered auxiliaries all over the country. It 
apparently accepts patients without regard to creed or in- 
come and reflects in its growth the great development of that 
part of the state. 

The book is illustrated with photographs of the hospital, 
its early staff, the author and his family and the more 
recently completed installation. 


* * * 


TEXTBOOK OF MEDICINE—By Various Authors—1ith 
Edition. Edited by Sir John Conybeare, K.B.E., M.C., 
D.M.(Oxon.), F.R.C.P., Physician to Guy’s Hospital, Lon- 
don; and W. M. Mann, M.D.(Lond.), F.R.C.P., Physician 
to Guy’s Hospital, London. E. & S. Livingstone Ltd., Edin- 
burgh and London, 1954. Distributed through Williams & 
Wilkins Co., Baltimore. 904 pages, $8.00. 


The eleventh edition of this standard text for English 
students appears just two years after the tenth (CALIFORNIA 
MeEpIcINE, 77:358, Nov. 1952) and shows comparatively 
little change. 

The reviewer finds considerable fault with the portions 
of the book dealing with therapy—which are often several 
years behind modern medical practice. To illustrate, (page 
67) tetanus toxoid is decried for active immunization against 
tetanus despite the tremendous experience of both allied 
and German armies in World War II, and the outworn 
aphorisms about prophylactic antiserum in small dosage 
(3,000 units) are repeated. Hexamethonium and pentame- 
thonium are advertised as the hypotensive drugs in most 
common use and no mention is made of rauwolfia. There 
are appendices on the antibiotics and adrenal steroids but 
they are woefully inadequate. 

The use and evaluation of diagnostic laboratory tests also 
leaves something to be desired: For example, the authors 
fail to point out the great advantages of the amylase test in 
the recognition of acute pancreatitis (page 369). 

In general, this book does not measure up to one of 
several good texts on the practice of medicine. 


* * * 


THE COAGULATION OF BLOOD—Methods of Study. 
Edited by Leandro M. Tocantins, M.D. Grune & Stratton, 
New York, 1955. 240 pages, $5.75. 


This volume was written principally by members of the 
Panel on Blood Coagulation of the National Research Coun- 
cil, and its purpose is to solidify into presentable, if only 
temporary form, the headlong river of coagulation terms 
and tests. Certainly the techniques that are enumerated and 
briefly described in this book were formerly widely scat- 
tered throughout the literature, and so a real service has 
been performed in this collection of procedural details. 
Some will object to the various choices of inclusion and 
exclusion which have been practiced here, but it is be- 
lieved that this collation will be of great help to all but 
the most partisan workers. It should be especially helpful 
to newcomers to the field of coagulation research and save 
them much time in standardizing methods. In adherence to 
the avowed intention of the work as a laboratory guide, 
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there is no section on general discussion of blood coagulation 
and its disorders as a whole. Hence the book would not be 
a suitable purchase for practitioners and students, for whom 
a more general work such as Biggs and MacFarlane’s 
“Human Blood Coagulation and Its Disorders,” (C. C. 
Thomas, 1953), would be more in order. But as a manual 
of techniques in blood coagulation, plainly and accurately 
set forth, this volume will find a place in most medical 
laboratories. 
iB & * 


THE HISTORY AND CONQUEST OF COMMON DIS- 
EASES. Edited by Walter R. Bett, M.R.C.S., L.R.C.P., 
F.R.S.L., F.S.A. Scott. University of Oklahoma Press, 
Norman, Okla., 1954. 334 pages, $4.00. 


This attractive book consists of a series of articles by 
various authorities on a group of diseases for the most part 
unrelated except that they occur frequently. Thus we have 
acute and chronic communicable diseases, heart disease, 
Bright’s disease, gallstones, appendicitis, epilepsy, cancer, 
and various endocrine disorders, The historical accounts 
are especially stimulating and there are excellent selected 
bibliographies. It is surprising how much of interest and 
importance can be told in a short space, and the book as 
well as being informative makes delightful reading. 


* * * 


THE YEAR BOOK OF DRUG THERAPY (1954-1955 
Year Book Series). Edited by Harry Beckman, M.D., 
Director, Departments of Pharmacology, Marquette Uni- 
versity Schools of Medicine and Dentistry. The Year Book 
Publishers, Inc., 200 East Illinois Street, Chicago, 1955. 
592 pages, $6.00. 


The Year Book of Drug Therapy continues to be a valu- 
able book to keep the practitioner up-to-date on his thera- 
peutics, This year’s edition gives greatest emphasis to the 
antibiotics with the subjects of chest diseases and hyper- 
tension also receiving considerable study. , 

The editor’s introduction serves as an excellent summary 
of the year’s accomplishments and is commended to the 
reader. 

it * * 


DEPRESSION. Edited by Paul H. Hoch, M.D., New 
York State Psychiatric Institute, College of Physicians, 
Columbia University; and Joseph Zubin, Ph.D., New York 
State Psychiatric Institute, Department of Psychology, 
Columbia University. The Proceedings of the 42nd Annual 
Meeting of the American Psychopathological Association. 
Held in New York City, June, 1952. Grune & Stratton, New 
York, 1954. 277 pages, $5.50. 


The content of this volume is primarily concerned with 
psychopathological problems associated with anxiety and 
depression. There is an excellent review by Franz J. Kall- 
mann concerning the genetic principles in manic-depressive 
psychosis. That heredity may play an important role in the 
development of this mental illness is evidenced by his report 
concerning 27 monozygotic and 55 dizygotic twin indexed 
pairs with a total of 206 siblings and 16 half-siblings. The 
expectancy of manic-depressive psychosis varied from 16.7 
+ 3.4 per cent for the half-sibs, to 22.7 + 3.4 and 25.5 + 
6.1 per cent for the siblings and dizygotic co-twins, respec- 
tively, and to 100.0 per cent for the one-egg twin partners. 
As an aid in the early differential diagnosis between schizo- 
phrenia and manic-depressive psychosis, as well as between 
schizophrenia and psychoneurosis, Lewis and Piotrowski 
propose ten specific clinical psychiatric signs and they point 
out that nearly all areas of diagnosis were made not because 
of insufficient observation of symptoms but because of fail- 
ure to interpret the diagnostic significance of the symptoms. 
Papers on the biochemical aspects of depression are pre- 
sented by Max Reiss and Warren M. Sperry—the latter 
emphasizing that “Although mental disease presents, by 
far, the biggest problem in the field of medicine in this 
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country, relatively little biochemical research is being 
directed toward it.” Infantile depressions are described by 
Spitz, and children’s reaction to the death of a parent by 
Keeler. The psychoanalytic interpretation of depressive pat- 
terns is presented by Rado, under the title of “Hedonic Con- 
trol, Action-Self and the Depressive Spell.” The physical 
therapies, as applied to depressions, are discussed by Alex- 
ander, Davidoff and Russ and Kalinowsky. 


It is quite obvious that we are very far from a complete 
understanding of the etiology of depressive states, although 
a continuing investigation along psychologic, psychodynamic, 
physiologic, biochemical and cultural lines, such as this book 
presents, sheds further light on this very interesting field 


of psychiatry. 
a os cd 


PEDIATRIC DIAGNOSIS. Morris Green, M.D., Assistant 
Professor of Pediatrics, Yale University School of Medi- 
cine; and Julius B. Richmond, M.D., Professor and Chair- 
man of the Department of Pediatrics, University of New 
York College of Medicine. W. B. Saunders Company, 
Philadelphia, 1954. 436 pages, $10.00. 


This is a text intended for students and practitioners 
to be used at the bedside or as a quick diagnostic aid in 
the office. It fulfills this function very well and employs 
two approaches to jogging the diagnostic memory of the 
reader. 

The first half of the text is devoted to a discussion of 
anatomical regions and their normal and abnormal develop- 
ment, The second half of the text is given to a discussion 
of the possible significance of signs and symptoms. A final 
short section is devoted to health supervision from birth 
through adolescence. 


A valuable feature of the book is the incorporation within 
the body of the text of up-to-date references, taken largely 
from those pediatric journals most commonly found in the 
offices of physicians. 

It is probable this book will find its way as a useful tool 
into the library of most physicians dealing chiefly with 


children. 
a a em 


‘DIAGNOSTIC ADVANCES IN GASTROINTESTINAL 
ROENTGENOLOGY — Selected Methods, with Clinical 
Evaluation. Arthur J. Bendick, M.D., Director of Radi- 
ology, Beth Israel Hospital, New York. Grune & Stratton, 
New York, 1954. 131 pages, $6.00. 


This monograph deals principally with certain aspects of 
double contrast techniques for the x-ray examination of the 
alimentary tract. In the preface, the author emphasizes that 
the book is not intended for beginners, but rather for those 
who have been conducting x-ray examinations of the ali- 
mentary tract for several years. There are ten chapters. The 
first deals with advances in x-ray equipment and the second 
with the technique of double contrast studies of the gastric 
mucosa. Then there are chapters dealing with diseases of 
the esophagus, the stomach, the duodenum, the small bowel 
and the colon. There is a chapter on decompression of the 
intestinal tract, one on diseases of the gallbladder and pan- 
creas, and one on the x-ray examination of the newborn. 


The differential diagnosis of many conditions is not 
stressed as much as one might expect; nor are the numerous 
and confusing anomalies of the alimentary tract given the 
mention which one might desire. It would seem, therefore, 
that the monograph is more suited for those beginning 
radiology than for experienced physicians, especially those 
who maintain contact with the current medical literature. 

There are seventy-five illustrations, in positive form, and 
of good clarity. The author is Director of Radiology at the 
Beth Israel Hospital in New York. The printing and binding 
is excellent. 


NERVOUSNESS, INDIGESTION AND PAIN (Popular 
Edition). Walter C. Alvarez, M.D., Emeritus Professor of 
Medicine, University of Minnesota (Mayo Foundation), 
Emeritus Consultant in the Division of Medicine, the Mayo 
Clinic. Harper & Brothers, New York, 1954 (Medical Edi- 
tion, Paul B. Hoeber, Inc., 1943). 235 pages, $3.50. 


This popular edition of Alvarez “Nervousness, Indiges- 
tion and Pain,” gives an informal and intimate glimpse into 
the author’s vast experience with functional disorders, par- 
ticularly as they pertain to the gastrointestinal tract. The 
book is directly and simply written. It discusses the diag- 
nosis and treatment of many common complaints from a 
practical, down-to-earth point of view. It can be understood 
by doctor and patient alike. Almost every page rewards the 
reader with a gem of clinical wisdom. The style makes for 
easy and entertaining reading. It is obvious that the author 
has a deep personal understanding of emotional problems. 
No practicing physician can fail to learn something from 
glancing through this book. 


* * * 


THE STUDY OF THE BRAIN—A Companion Text to 
the Stereoscopic Atlas of Neuroanatomy. Hyman S. Rubin- 
stein, M.D., Ph.D., D.A.B.P.N., F.A.P.A., Attending Phy- 
sician in Neurology and Psychiatry, United States Army 
Hospital, Aberdeen Proving Ground. Grune and Stratton, 
New York, 1953. 209 pages, $9.50. 


This study of neuroanatomy is clear, concise and affords 
an excellent review of neuroanatomy. It has as its outstand- 
ing feature a detailed account of a plan of dissection of the 
brain and the pathways which serves with its companion 
text, “A Stereoscopic Atlas of Neuroanatomy,” as an excel- 
lent study for those who wish to review this field. Its great- 
est field of usefulness would be to those individuals planning 
to carry out a gross dissection of the brain, rather than to 
serve as a reference book for neuroanatomy. 

* * * 


HANDBOOK OF MEDICAL TREATMENT — Fourth 
Edition. Edited by Milton J. Chatton, A.B., M.D., Director 
of Medical Institutions, Santa Clara County, California, 
Assistant Clinical Professor of Medicine; Sheldon Margen, 
M.A., M.D., Associate Research Biochemist, Clinical In- 
structor in Medicine; and Henry D. Brainerd, A.B., M.D., 
William Watt Kerr Associate Professor of Clinical Medi- 
cine; all from the University of California School of Medi- 
cine. Lange Medical Publications, Post Office Box 1215, 
Los Altos, 1954. 569 pages, $3.00. 


This is the fourth edition since 1949 of this lithographed, 
paper-backed, pocket-sized volume on therapy and we are 
happy to endorse it again. A great many medical facts are 
packed into it, with the aid of liberal use of tables and tele- 
graphic style. The authors have been diligent in keeping the 
book up to a high standard of modern practice. 

It is primarily designed for the intern or student in hos- 
pital practice but is also convenient and suitable for the 
practitioner to take on his rounds. 

* a * 

INTRODUCTION TO PSYCHIATRY. O. Spurgeon Eng- 
lish, M.D., Professor and Chairman, Department of Psy- 
chiatry, Temple University School of Medicine; and Stu- 
art M. Finch, M.D., Assistant Professor of Psychiatry, 


Temple University School of Medicine. W. W. Norton, 
New York, 1954. 621 pages, $7.00. 


Textbooks of psychiatry have been appearing in increas- 
ing numbers in recent years, This one presents the material 
of psychiatry in such a manner as to emphasize what the 
authors consider “the principles of dynamic psychiatry” as 
promulgated by Freud and is definitely oriented along 
psychoanalytic lines, ignoring for the most part the con- 
tributions of other schools of psychiatric thought. 

After a short and superficial chapter on the history of 
psychiatry, the development and structure of the personality 
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are described in terms of the oral, anal, genital, and latency 
periods; and the development of the Oedipus complex, the 
id, ego, and super ego. The various mechanisms of ego 
defense are elaborated with simple understandable examples 
from everyday life or clinical material. The outline sug- 
gested for recording the personal history follows the tradi- 
tional pattern, but the mental status examination is the 
rather elaborate and ponderous form recommended by Karl 
Menninger and is not one that is apt to be generally 
adopted. 


The chapter on child psychiatry is simply presented; 
various case histories are used suitably to exemplify the 
syndromes described in the text. The psychoneurotic and 
psychotic reactions are described adequately and in gen- 
eral there is more emphasis and elaboration of the psycho- 
therapeutic approach to mental illness than is found in most 
of the standard texts. The mental illnesses associated with 
organic disease of the brain are, however, poorly defined 
and described, and the descriptions of the neuropathologic 
processes accompanying these inadequate and at times naive. 
As a text medical students and social work students may 
find this volume useful to them if the concepts formulated 
therein are developed and elaborated by their teachers in a 


clinical setting. 
* * ®* 


CLINICAL ROENTGENOLOGY—Volume Il!i—The Head, 
Neck and Spinal Column. Alfred A. deLorimier, M.D., 
Radiologist, St. Francis Memorial Hospital, formerly, Com- 
mandant, Army School of Roentgenology; Henry C. Moeh- 
ring, M.D., Radiologist, Duluth Clinic, Duluth, Minnesota, 
formerly, Director, School of Roentgenology, Army School 
of Roentgenology; and John R. Hannan, M.D., Radiologist, 
Cleveland, Ohio, formerly Director of Medical Training, 
the Army School of Roentgenology. Charles C. Thomas, 
Publisher, Springfield, 1954. 464 pages, $18.50. 


As with the first of this four-volume series, the second 
volume, which covers the head, neck, spinal column, and 
also the teeth, has the same unusual and very comprehensive 
format. Not only are good x-ray illustrations presented along 
with a description of the roentgen manifestations of the 
various lesions, but of equal or even more importance, gen- 
eral considerations, clinical and laboratory corroborations, 
as well as points on differential diagnosis, are also included. 
For this reason the book is most valuable, for all the infor- 
mation which is likely to be needed has been compiled in 
one place. 


This volume will prove to be an excellent source of in- 
formation for students or doctors who are interested in the 
skull or neck. Even the most experienced radiologist will 
find it a handy reference to bring him up to date or to 
restore his memory on details about which he is almost 
certain, but not absolutely sure. 


* * * 


THE DIGITAL CIRCULATION. Milton Mendlowitz, 
M.D., F.A.C.P., Associate Attending Physician Mount 
Sinai Hospital, Research Fellow, Columbia University Di- 
vision of Goldwater Memorial Hospital, New York City. 
Grune and Stratton, New York, 1954. 182 pages, $6.75. 


Over a period of the past thirty years instrumentation has 
progressed to the point where studies of digital circulation 
have seemed to assume validity and meaning in the study of 
peripheral circulatory changes and as a reflection of cen- 
tral changes. These many and varied studies have not 
previously been brought together as a coherent presentation 
of the physiologic, pharmacologic and pathologic aspects as 
they have been revealed by detailed study. 

This monograph presents the available data on digital 
circulation in an organized manner, pointing out the gaps 
in our knowledge and the direction which future investi- 
gators should pursue. 
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The volume flow through the fingers and toes and the 
factors influencing such flow are carefully discussed. The 
sympathetic nervous system, humeral changes in metabolism 
and in blood viscosity, as well as heat and cold, are care- 
fully considered. The effect of barbiturates, alcohol, anes- 
thetics and narcotics, as well as the new drugs with direct 
autonomic control, such as Rauwolfia serpentina, the tetra- 
ethylammonium salts, the imidoazoline substances, and 
many others, are carefully listed as to the site of action on 
the autonomic nervous system as well as dosage and tol- 
erance. 

The largest single section is devoted to a description of 
methodology including capillaroscopy, digital blood pres- 
sure, oscillometry, skin temperature measurements (calor- 
imetry), plethysmography (pneumatic, photoelectric, im- 
pedence), oximetry and polarography. The discussion of 
peripheral vascular diseases and their physiopathology as 
related to digital flow is well done and concise. Scleredema, 
Raynaud’s disease, arteriosclerosis, trench foot and frost 
bite are examples of the subjects considered. 

Dr. Mendlowitz has had certain particular interests such 
as the clubbing of the fingers and pulmonary osteoarth- 
ropathy, as well as hypertension and sympathectomy. These 
are discussed in relation to digital blood flow changes and 
methods of study. 

This book presents a great of information which is ex- 
tremely technical and is suited only to the physician who 
has had considerable background in the study of circulatory 
diseases. This text is not one for general medical con- 
sumption but is one which probably would have its great- 
est value among those who are concerned in the study and 
treatment of circulatory diseases and especially those who 
are involved in medical research in the circulatory field. 
For the physician or researcher in the field of vascular 
disease this presents not only an excellent compendium of 
the extant information in regard to digital blood flow, but 
also an unusually fine bibliography of over six hundred 
references and an excellent index by an experienced phy- 
sician and researcher, 

* « iB 


THE TECHNIQUE OF PSYCHOTHERAPY. Lewis R. 
Wolberg, M.D., Director, Postgraduate Center of Psycho- 
therapy, Associate Clinical Professor of Psychiatry, New 
York Medical College, Grune and Stratton, New York, 
1954. 869 pages, $14.75. 

Perhaps the most adverse reaction to this work will be 
encountered by the reader in the form of awe and dismay 
when he first glimpses the formidable size of the tome. Only 
brief investigation and perusal, however, should convince 
the courageous and interested inspector of the rewards to be 
gained for the reading. The work introduces a long absent 
but needed member in the ranks of psychiatric literature, 
namely, an impartial but organized and comprehensive 
survey of various approaches and techniques in psycho- 
therapy. This is by no means limited to the medical spe- 
cialist in the field but includes considerable material of 
value to other physicians and the collaborative disciplines in 
psychiatry. 

The author initiates by recognizing some of the obstacles 
and prejudices to be surmounted in such a project. No 
attempt is made to stylize any particular approach, to prose- 
lytize towards any particular school or to serve as an expo- 
nent for any particular brand or “kind” of psychiatry. 
Rather, a major purpose here is to “include the presenta- 
tion of a flexible framework within which the individual 
may develop or augment his therapeutic skill,” irrespective 
of his type of orientation, his point of time in training or 
subscription to a particular prejudice. It goes without say- 
ing that such an approach will have pleasurable appeals 
for those prejudiced toward eclecticism. The author de- 
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scribes in vignette form the various schools of psychiatry 
and their particular operational emphasis and mode of ap- 
proach. This is supplemented by satisfactory criticism of 
each. The abstinence from esoteric excursion or polemic 
involvement in such complex and disputed territory is 
refreshing indeed. 

The discussion of techniques is subsumed under three 
general types, (1) supportive therapy, (2) insight therapy 
with re-educative goals, and (3) insight therapy with recon- 
structive goals. Supportive therapy describes such measures 
as guidance, externalization of interests, environmental ma- 
nipulation, emotional catharsis and desensitization, shock 
and convulsive therapy, drug therapy, etc. 


Re-education therapy defines the kinds of insight and 
nature of the goals to be achieved with this approach. 
Described in theory and mechanism are such oft heard 
names as relationship therapy, distributative analysis and 
synthesis, nondirective “client centered” therapy, re-edu- 
cative group therapy, etc. Reconstructive therapy concerns 
principally the analytic or near-analytic approaches. This 
includes discourse on Freudian and non-Freudian psycho- 
analysis and psychoanalytically oriented psychotherapy. This 
is followed by a review of the similarities and differences of 
all the foregoing. This reviewer found the chapter on “What 
is the ‘Best’ Kind of Psychotherapy” one of the best in the 
book. Its content should lend relaxation to all advocates of 
the various therapies who may tend to view the “other” 
approaches with defensive, disputive or invidious eye. 
Evaluation is given the requirements and features to be 
desired in the therapist as well as evaluation of the pros- 
pective patient, his assets, limitations and the kind of treat- 
ment most probably suited to his personality profile. Space 
limitations prohibit more than mention that the author 
develops the technique of psychotherapy in each of the three 
principal categories from the beginning contact and pro- 
gresses through the various phases to termination. The mul- 
tiple problems to be considered, the hazards anticipated and 
the inevitable disappointments are discussed in detail with 
appropriate case illustrations. 

A closing word should comment on the style and quality 
of the material offered. The content is easily read, the ideas 
are well developed and not infrequently graphically illus- 
trated. Most of the presentation is eclectic in nature and the 
criticisms. by the author are excellent. Most major aspects 
of psychotherapy are covered with the exception of the 
advanced training phases in the various schools of psy- 
chiatry. 

* * * 


PRINCIPLES OF INTERNAL MEDICINE — Second 
Edition. T. R. Harrison, Raymond D. Adams, Paul B. 
Beeson, William H. Resnik, George W. Thorn, and M. M. 
Wintrobe. The Blakiston Company, Inc., 1954. 1703 pages, 
87 pages of Index, Student 1 Vol. Ed., $16.00 (Professional 
2 Vol. Ed. boxed, $21.00). 


The first edition of this book was highly recommended 
(CauirorniA Mepicine, 74:4, April 1951) as a text with a 
fresh approach to internal medicine, unhampered by the 
tradition of what a textbook should be like. Our favorable 
opinion is kept for the second edition. 

The general arrangement of the first edition has been 
retained: The text includes successively discussions on an 
introductory approach to the patient, the cardinal manifes- 
tations of disease, the basic mechanisms of disease and, 
finally, a consideration of specific disease processes. There 
has been extensive revision of many chapters and others 
have been completely rewritten. This applies particularly 
to those chapters dealing with the basic mechanisms of 
disease and to those dealing with specific diseases and 
disorders of organ systems, 
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The general principles of therapy have been grouped 
together in a new section entitled “The Care of the Pa- 
tient.” This covers discussions of problems likely to occur 
in any gravely ill patient. It precedes the portion of the 
book dealing with specific diseases. 


A new and useful series of chapters has been written 
on the more common manifestations of disordered nervous 
system function. One wonders why it does not come later 
in the book, classed under diseases of organ systems. 


The reviewer feels that- the editors have done an out- 
standing job in the presentation of a modern teaching 
volume. He recommends it most strongly for students but 
also to those on hospital staffs and in medical practice. In 
passing it should be mentioned that the one volume text, 
although two hundred pages longer than its first edition 
counterpart, is a commendable half an inch thinner and just 
so much less bulky. 


* * * 


PERIPHERAL VASCULAR DISEASES—2nd ed. Edgar 
V. Allen, B.S., M.A., M.D., M.S. in Medicine, F.A.C.P.; 
Nelson W. Barker, B.A., M.D., M.S. in Medicine, F.A.C.P.; 
and Edgar A. Hines, Jr., B.S., M.A., M.D., M.S. in Medi- 
cine. All from the Section of Medicine, Mayo Clinic. With 
Associates in the Mayo Clinic and the Mayo Foundation. 
W. B. Saunders Company, Philadelphia, 1955. 825 pages, 
316 illustrations, 7 in color, $13.00. 


This book is one of the joys that pass occasionally across 
a reviewer’s desk. To apply an overworked term where it 
really belongs, this is one of the “medical classics.” Like its 
predecessor published in 1946, this second edition reflects 
the vast experience of the authors and their colleagues at the 
Mayo Clinic. Sections have been added on aortography, 
coarctation of the aorta, hypertensive ischemia ulcers of the 
legs, and technique of sympathectomy, surgery of varices, 
aortic aneurysm and vascular injuries. A section on hyper- 
tension would be appreciated but one must agree with the 
authors that this subject deserves an entire book in itself. 
On the other hand, one might wonder about including a 
chapter on purpura; while an excellent section and strictly 
speaking, in part at least a vascular disease, one wonders 
about its inclusion for it is not generally considered among 
peripheral vascular diseases. In addition to the usual vas- 
cular disorders, there are sections on scleroderma, periarter- 
itis and other local and disseminated arteritis, and the 
scalenus anticus syndrome. The surgical treatment section 
written by their colleagues has been considerably expanded. 
The illustrations are excellent and profuse. The text is note- 
worthy for its readability, and the index makes it an excel- 
lent reference volume. This book is outstanding in its field 
and should be on the library shelves of all general practi- 
tioners, internists, surgeons, orthopedists and even derma- 
tologists. 

*” * * 


THE VOICE OF NEUROSIS. Paul J. Moses, M.D., As- 
sistant Clinical Professor in charge of Speech and Voice 
section of the Division of Otolaryngology, Stanford Uni- 
versity School of Medicine, San Francisco, Grune and 
Stratton, New York, 1954. 131 pages, $4.00. 


This is an erudite treatise on what might be called the 
nonverbal aspects of verbal communication. It should prove 
highly valuable to speech therapists and otolaryngologists 
and should increase the awareness of psychologists and 
psychiatrists and lead to a fuller appreciation of the influ- 
ence of the personality upon speech and speech disorders. 
The lay reader may be misled by the tendency toward the 
making of generalizations but this is of lesser importance 
to the sophisticated reader. 
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